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Senior 
Drug  Needs 


Make  Plans  to  Attend: 

•  NCAP's  Acute  Care  Forum  Meeting, 

April  8-9  in  Greensboro. 

•  Pharmacy  Day  in  the  Legislature, 

February  25.  Talk  with  your  Legislators 
about  important  pharmacy  issues. 
For  more  information  call  919.967.2237 
or  visit  www.ncpharmacists.org 


MUTUAL  DRUG 

Established  by  Pharmacists  in  1952, 

Mutual  Drug  has  been  serving 
the  needs  of  independent  pharmacies 

for  50  years. 

We  are  able  to  focus  all  of  our  attention  on  providing  the  best  programs 

and  services  for  THE  INDEPENDENT. 

As  always,  regardless  of  volume,  Mutual  Drug  treats  every  store  equally 

in  terms  of  price  and  service.  Today,  it  is  easier  than  ever  to  become  a 

Mutual  member/owner. 

For  more  information  on  joining  Mutual  Drug,  please  call 

1-800-800-8551 

North  Carolina  Mutual  Wholesale  Drug  Company  •  816  Ellis  Road-  PO  Box  411-  Durham,  NC  27702  •  (9191  596-2151  •  www.mutualdrug.com 
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Building  NCAP 


Strengthening  the 
Pharmacy  Community 

Although  NCAP  as  an  organization 
may  not  be  resurrected,  we  are  on  the 
road  to  recovery.  We  finished  the  year 
with  money  in  the  bank.  This  occurred 
primarily  because  we  are  not  paying  an 
Executive  Director.  By  building  up  our 
financial  revenues  we  will  be  in  a 
position  to  support  a  full-time  Execu- 
tive Director  and  the  programs  needed 
to  advance  North  Carolina  pharmacy. 
We  need  to  continue  to  build  our 
membership  base,  so  your  help  in 
reaching  new  members  continues  to  be 
critical. 

This  year  I  want  to  strengthen  the 
sense  of  community  across  North 
Carolina  pharmacy.  We  will  begin  this 
effort  with  six  regional  meetings 
scheduled  across  the  state.  These 
meetings  will  be  sponsored  by  the 
Board  of  Pharmacy,  the  three  schools 
of  pharmacy  and  NCAP.  Each  evening 
meeting  will  provide  two  hours  of 
ACPE  credit.  The  meetings  will  be  free 
but  registration  is  necessary.  We  are 
hopeful  that  this  effort  to  reach  out  to 
North  Carolina  pharmacists  will  help 
rebuild  that  sense  of  a  pharmacy 
community  that  attracted  me  to  North 
Carolina  originally.  The  meetings  are 
scheduled  for: 

•  April  22  in  Raleigh, 

•  May  14  in  Greensboro, 

•  May  21  in  Monroe, 

•  May  22  in  Asheville, 

•  May  27  in  Fayetteville,  and 

•  June  9  in  Greenville. 


Registration  information  will  be 
available  soon  on  the  NCAP  Web  site 
and  through  NCAP's  E-News  Now. 

As  we  build  a  sense  of  community, 
we  also  need  to  rekindle  our  Practice 
Forums  as  strong  components  of 
NCAP.  To  begin  this  process  of 
strengthening  the  organization  of  each 
Practice  Forum  we  will  be  changing 
our  approach  to  educational  meetings 
this  year.  We  plan  to  offer  an  educa- 
tional meeting  geared  to  the  interest  of 
each  Practice  Forum.  Our  Annual 
Meeting  in  the  fall  will  be  oriented  to 
accommodate  all  practices.  As  we 
organize  each  practice  setting,  we  will 
be  able  to  strengthen  NCAP's  effective- 
ness in  policy  development  and 
strategic  planning.  This  year  our 
meetings  are  as  follows: 

•  April  3-5.  Chronic  Care  Practice 
Forum.  Charlotte 

•  April  8-9,  Acute  Care  Practice 
Forum.  Greensboro 

•  September  6-7,  Ambulatory  Care 
Practice  Forum,  Wilmington 

•  October  27-29,  NCAP's  Annual 
Meeting,  RTP 

HIPAA  Assistance 
Now  Available 

Much  of  pharmacy's  future  will  be 
determined  by  federal  or  state  laws  and 
regulations.  HIPAA  will  be  confronting 
pharmacists  soon.  The  law  is  written 
and  now  we  need  to  comply.  We  have 
worked  with  HIPAA  consultant  David 
Wood  to  develop  a  unique  Web-based 
program  to  help  pharmacists  prepare 
for  HIPAA.  If  you  want  to  delegate 


training,  policy  writing  and  security 
assessments,  his  company  will  do  this 
for  you.  If  you  want  to  do  the  work 
yourself,  the  program  will  guide  you 
through  the  process.  If  the  Web-based 
program  is  too  costly  we  have  manuals 
available  as  well.  Check  out 
www.ncpharmacists.org  for  all  the 
information. 

Pharmacy  Day  In 
the  Legislature 

North  Carolina  legislators  can  have 
great  influence  on  our  profession.  Let 
them  know  that  pharmacists  care  and 
are  watching  what  they  are  doing.  Join 
with  other  pharmacists  in  Raleigh  on 
February  25  when  we  host  Pharmacy 
Day  in  the  Legislature.  Make  an 
appointment  with  your  Senator  and 
Representative  for  that  afternoon,  invite 
them  to  the  reception  at  5:30  and  tell 
them  that  you  will  meet  them  there  in 
the  North  Carolina  Museum  of  History. 
By  working  together  we  can  influence 
them.  As  evidence  of  pharmacy's 
cooperative  spirit,  this  event  is  being 
cosponsored  by  all  aspects  of  phar- 
macy. Pharmacy  students  from  the  two 
schools  will  be  having  a  health  fair  in 
the  lobby  of  the  legislative  building  to 
demonstrate  the  new  roles  of  pharma- 
cists. Your  presence,  however,  is 
necessary  for  this  event  to  be  success- 
ful. 

Again,  I  want  to  thank  you  for  your 
continued  support.  Together  we  can 
make  North  Carolina  pharmacy  the 
model  for  other  states  and  the  national 
organizations.  ♦ 
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The  Joy  of  Your  Profession 


Jack  Watts 
President.  NCAP 


The  neighborhood  pharmacy  serves  as  an  information  center  tor  a  multitude  of 
health  questions.  Health,  we  are  learning,  is  the  highest  form  of  wealth  an  individual 
can  possess.  This  can  be  the  joy  of  your  profession  as  a  pharmacist.  I  hope  each  of  you 
who  represents  our  profession  glories  in  the  fact  that  you  are  engaged  in  a  profession  in 
which  you  can  have  a  deep,  sincere  and  abiding  conviction  that  you  are  rendering  a  real 
service. 

How  often  have  we  heard  "whatsoever  is  worth  doing  at  all  is  worth  doing  well."  I  have  an  idea  that 
all  will  agree  this  statement  is  true.  As  pharmacists,  we  do  not  want  to  be  guilty  of  only  halfway  doing  some- 
thing. The  profession  we  have  chosen  will  not  allow  us  to  do  anything  halfway. 

As  a  pharmacist,  you  have  to  be  interested  in  people.  If  you  do  this,  it  will  make  your  job  a  pleasure  in 
my  opinion.  Why  should  your  patients  be  interested  in  you  if  you  are  not  interested  in  them?  If  you  want  to 
succeed  in  your  profession  you  must  have  a  genuine  interest  in  people.  I  make  these  statements  from  watching 
pharmacists  at  work  and  observing  how  they  react  with  their  patients,  or  as  some  would  say,  "customers." 

Think  about  how  you  react  when  you  go  to  a  store  to  buy  something.  If  the  clerk  seems  glad  to  wait  on 
you  and  tries  to  please  you,  you'll  go  back  to  that  store  the  next  time  you  want  something.  Think  about  going 
to  your  favorite  restaurant  to  get  something  to  eat.  You  appreciate  the  server  who  remembers  that  you  want 
gravy  on  your  potatoes.  Yes,  these  are  little  things,  but  you  know  how  you  react  to  them.  So  I  ask  you  to  think 
about  the  patients  you  serve  each  day,  or  as  you  have  heard,  "put  yourself  in  the  other  person's  shoes." 

There  are  eight  things  I  think  we  must  posses  in  our  profession  as  pharmacists:  patience,  kind- 
ness, generosity,  humility,  courtesy,  unselfishness,  good  temper,  and  sincerity.  When  many  of  you  read  this 
you  will  laugh  and  not  agree  with  me  but  this  is  what  the  public  expects  because  of  our  training. 
Think  about  this:  we  picked  the  profession  of  pharmacy,  it  did  not  pick  us. 

How  to  Make  NCAP  Thrive 

The  North  Carolina  Association  of  Pharmacists  is  the  one  professional  association  we  must  join 
and  support.  Why?  Let's  face  it,  our  profession  has  become  political  and  NCAP  is  the  organization  that 
will  have  to  represent  us  in  the  Legislature  in  Raleigh.  To  be  effective  we  must  build  our  membership.  My 
friends,  believe  the  statement  about  becoming  political —  it's  for  real.  When  you  go  to  Raleigh  during  the 
Legislative  session,  one  of  the  the  first  questions  asked  is  "what  percent  of  pharmacists  in  North  Carolina  are 
members  of  your  association?"  This  can  be  embarrassing  when  your  answer  is.  "not  half." 

Will  you,  who  are  members,  help  me  build  our  membership?  Will  you  talk  with  your  co-workers  who 
are  not  members  and  get  at  least  one  to  join?  If  you  will  do  this  we  will  not  have  to  look  down  at  the  floor 
when  we  are  asked  what  percentage  of  pharmacists  in  North  Carolina  are  members. 

Thank  you  for  what  you  will  do  to  help  build  our  membership.  As  President  of  NCAP  I  need 
your  support. 

...applying  drug  knowledge  to  improve  health 


North  Carolina  Pharmacist,  Winter  2003     5 
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What  NC  Leader 


eeds 


g  and  Doing 


Prescription  Drug  Plan  -  Senior  Care 


by 

Beverly  E.  Perdue 

Lieutenant  Governor 

Chair.  Health  and  Wellness  Trust 

Fund  Commission 


In  December  2001,  the  North  Carolina  Health  and  Wellness 
Trust  Commission  approved  a  prescription  drug  plan  for  the 
senior  citizens  of  North  Carolina.  While  the  federal  government 
continues  to  discuss  prescription  drugs  but  takes  no  action,  and 
while  other  states  have  used  their  funds  from  the  tobacco 
settlement  to  pay  for  street  maintenance  or  fill  gaps  in  their 
budget.  North  Carolina  remained  committed  to  assisting  a 
segment  of  our  most  vulnerable  population.  I  commend  the 
Commission.  Governor  Easley.  and  the  General  Assembly  on 
their  commitment  to  improving  the  health  and  well  being  of 
North  Carolina's  seniors. 

The  General  Assembly  established  and  charged  the  Commis- 
sion with  allocating  25  percent  of  North  Carolina's  share  of  the 
tobacco  settlement  to  improve  the  health  of  North  Carolina's 
underserved.  The  Commission's  18  members  moved  swiftly  to 
define  its  focus  after  their  appointment  in  May  2001.  Providing 
prescription  drug  coverage  for  the  elderly  was  one  of  three 
funding  priorities  identified  by  the  Commission.  The  other  two 
priorities  are  implementing  a  tobacco  use  cessation  and  preven- 
tion initiative,  and  promoting  research,  education  and  preven- 
tion. 

With  the  prescription  drug  plan,  known  as  North  Carolina 
Senior  Care,  we  have  laid  the  foundation  for  a  model  program 
for  other  states  and  a  legacy  for  North  Carolina.  This  plan 
provides  access  to  prescription  drugs  as  well  as  education  and 
counseling  for  seniors.  The  prescription  drug  plan  will  cover 
approximately  100.000  of  North  Carolina's  seniors  below  200 
percent  of  the  federal  poverty  level  who  lack  any  prescription 
drug  coverage.  The  disease-specific  plan  will  cover  cardiovas- 
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cular  disease,  diabetes  mellitus  and  chronic  obstructive  pulmo- 
nary disease  (COPD).  Approximately  70  percent  of  our  State's 
seniors  suffer  from  one  or  more  of  these  devastating  illnesses. 
Enrollment  for  Senior  Care  began  in  October  2002. 

Equally,  if  not  more  important.  North  Carolina's  prescription 
drug  plan  places  a  strong  emphasis  on  medication  and  disease 
management  as  well  as  professional  education.  North  Carolina 
is  the  only  state  in  the  nation  to  allocate  money  for  disease 
management  to  help  seniors  cope  with  chronic  disease  condi- 
tions and  to  allocate  funds  for  providing  in-depth  medication 
management  counseling.  It  is  one  of  the  only  prescription  drug 
plans  in  the  nation  to  work  with  local  health  education  centers 
and  the  medical  schools  on  development  of  specialized  profes- 
sional education  on  geriatric  disease  and  medication  manage- 
ment. 

This  past  November,  the  Health  Trust  made  grants  to  23  local 
organizations  throughout  the  state  creating  prescription  assis- 
tance centers  for  our  seniors.  Funded  organizations  will  contract 
with  local  pharmacists  to  counsel  high-risk  seniors  in  identifying 
drug  utilization  issues  such  as  drug-to-drug  interactions  and 
duplicative  therapies.  Seniors  who  are  eligible  for  Senior  Care 
will  receive  counseling  services  at  no  cost.  Other  seniors  will  be 
able  to  use  the  service  through  payment  of  a  minimal  fee.  based 
upon  ability  to  pay.  Our  state's  bright  and  talented  pharmacists 
will  play  a  critical  role  in  helping  our  seniors  get  the  appropriate 
medications  they  need  and  deserve.  Furthermore,  these  local 
centers  will  also  help  seniors  and  other  low-income  folks 
evaluate  and  apply  in  procuring  free  or  discounted  drugs  from 
public  and/or  private  programs. 

In  order  to  evaluate  the  efficacy  of  this  program,  we  have 
contracted  with  the  UNC  School  of  Public  Health  to  conduct  a 
state  of  the  art  research  project  to  measure  acuity,  and  health 
outcomes  for  our  enrollees. 

North  Carolina's  prescription  drug  plan  is  not  the  complete 
solution  for  our  seniors,  but  it  is  a  good  start.  This  plan  is 
another  example  of  North  Carolina's  ability  to  craft  solutions 
that  can  greatly  benefit  people  in  need.  We  have  developed  a 
well-defined  program,  with  measurable  results,  meeting  the 
needs  of  real  people.  Research  shows  that  access  to  prescription 


drugs  for  chronic  disease  conditions  w  ill  improve  wellness  and 
lower  morbidity  rales  among  seniors.  However,  providing 

medicines  is  only  one  pari  of  the  equation  of  better  health  status 
for  our  1.5  million  senior  Tar  Heels. 

Today.  North  Carolina  has  positioned  itself  as  a  leader  in 
prescription  drug  plans.  While  others  continue  to  wait  and 
debate.  Ninth  Carolina  has  forged  ahead  with  an  innovative 
program  designed  to  help  a  portion  of  our  population  that  has 
contributed  so  much  to  bring  us  where  we  are  today. 


What's  Your  Contribution? 


by 

Gina  Upchurch,  RPh,  MPH 
Executive  Director 
Senior  PHARMACY 
Durham.  NC 


When  I  was  asked  to  write  an  opinion  piece  about  older 
adults  and  pharmaceutical  services.  I  was  overwhelmed  with 
possibilities.  Unfortunately,  as  pharmacists,  you  already  know 
first-hand  many  of  the  headlines  that  plaster  our  front-page 
stories:  nine  states  and  DC  organizing  to  cut  drug  costs,  seniors 
making  decisions  between  paying  for  food  or  medicines, 
pharmacist  and  nursing  shortages  affecting  medication  error 
rates.  Republicans  and  Democrats  disagreeing  on  Medicare 
prescription  benefits,  and  the  list  goes  on. . .  and  on.  Pharmacists 
in  North  Carolina  have  been  early  adopters  of  pharmaceutical 
care  in  nursing  homes  and  adult  care  homes,  and  now  we  are 
positioned  to  make  a  tremendous  impact  on  the  lives  of  seniors 
who  still  struggle  to  remain  in  their  own  homes. 

The  medication  issues  for  seniors  -  and  other  ages  -  in  this 
time  of  soaring  expenditures  are  both  critical  and  political.  Our 
current  healthcare  system  is  just  not  working  for  many  Ameri- 
cans. Not  only  do  we  have  millions  of  people  on  Medicare  who 
need  a  prescription  benefit,  but  we  have  41  million  citizens  who 
aren't  even  insured  to  see  a  physician  who  might  then  give  them 
prescriptions. 

Of  course,  most  sick  people  in  America  can  and  will  receive 
treatment.  Unfortunately,  our  system  treats  them  at  the  most 
expensive  time  -  when  they  are  very  sick.  The  same  holds  true 
for  prescription  coverage  in  America  if  you  have  Medicare. 
Medicare  covers  prescriptions  during  hospitalizations;  on  an 
outpatient  basis  you  will  receive  a  prescription  benefit  for  certain 
cancer  medications,  immunosuppressants,  nebulized  medica- 
tions, and  pain  medications  if  you  are  enrolled  in  Hospice  at  the 
end  of  your  life.  Your  prescription  benefit  becomes  substantial  if 
you  are  admitted  to  a  nursing  home  (via  Medicare  your  first  100 
days)  and  via  Medicaid  (for  the  millions  of  older  Americans  who 
"spenddown"  their  life's  assets  when  they  are  institutionalized). 
While  our  healthcare  system  seems  "stuck"  in  the  status  quo.  the 
old  adage  holds  true:  an  ounce  of  prevention  is  worth  a  pound  of 
cure. 

Pharmacists  have  much  to  offer  as  our  nation,  our  state,  and 


many  of  our  communities  arc  try  ing  t<>  do  things  differently  to 
improve  lives  and  save  dollars.  Pharmacists  are  critical 
because  we  know  that  medications,  when  used  safely  ami 
effectively,  arc  some  of  the  best  "prevention  tools"  in  our 
healthcare  toolbox.  While  "managed  care"  has  come  to  he 
vilified  in  the  U.S.  vernacular,  pharmaceutical  care  that  is 
focused  on  prevention,  safety,  effectiveness,  and  cost-effective 
ness  is  managed  care  that  can  work.  This  is  managed  care  that  is 
not  driven  by  immediate  profit  but  by  long-term  savings  and 
improved  lives.  It  is  the  care  that  we  all  deserve. 

We  have  three  major  public  health  problems  when  it  comes  to 
older  adults  and  their  medications. 

1.  Lack  of  medication  access:  One-third  of  older  adults  in  the 
U.S.  have  no  prescription  benefits  and  another  third  have 
"inadequate"  coverage,  according  to  many  experts.  While  there 
are  numerous  public  and  private  prescription  benefits  for  seniors, 
according  to  a  recent  national  survey,  22  percent  of  seniors  said 
they  did  not  fill  a  prescription  because  it  was  too  expensive  or 
skipped  doses  of  their  medications  to  make  them  last  longer. 
Many  community  pharmacists  are  understandably  frustrated  with 
the  claims  processing  juggling  act  that  they  have  to  perform  each 
day.  However,  understanding  the  prescription  assistance  pro- 
grams available  to  people  with  limited  incomes  and  how  to  help 
your  patients  access  them  is  critical  until  more  comprehensive 
benefits  are  available. 

2.  Unnecessary  and  sometimes  harmful  medication  use: 

Persons  aged  65  and  older  use  more  than  one-third  of  all 
prescribed  drugs  and  40  percent  of  all  over-the-counter  medica- 
tions. Polypharmacy  for  older  adults  is  becoming  more  of  the 
norm  than  the  exception.  While  we  know  that  medications  can 
improve  lives,  we  also  know  that  the  combination  of  multiple 
medications  and  the  aging  process  makes  seniors  more  suscep- 
tible to  drug  interactions  and  adverse  effects.  It  is  projected  that 
for  every  $1  spent  paying  for  medications  in  the  ambulatory 
setting  in  the  United  States,  we  spend  $1.36  dealing  with 
medication-related  problems.  Fortunately,  most  of  these  prob- 
lems can  be  prevented. 

3.  Lack  of  counter-detailing:  Many  times  there  are  less 
expensive  and  equally  beneficial  treatments  (often  times  with 
more  "data"  to  support  use  in  older  adults  simply  because  we 
have  more  clinical  experience  over  the  years)  that  are  not  being 
prescribed  for  older  adults.  This  may  be  a  function  of  drug 
manufacturer  detailing  to  prescribers  and/or  it  may  be  proof  that 
direct-to-consumer  advertising  works.  Either  way.  using  evi- 
dence-based medicine  (unbiased,  comparison  data  whenever 
possible  that  includes  older  adults)  is  needed  to  inform  our 
clinical  recommendations  to  prescribers.  We  are  reminded  by  the 
ALLHAT  study  that  comparative  literature  needs  to  focus  on 
outcomes  as  opposed  to  proxy  measures  as  the  "gold  standard" 
whenever  possible. 

With  time  as  the  usual  rate-limiting  factor,  not  all  pharmacists 
can  intervene  on  all  three  of  these  public  health  variables 
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(access,  medication  safety  and  appropriateness,  and  cost- 
effective  detailing  to  prescribers).  However,  we  must  intervene 
when  we  can  because  we  have  a  lot  to  contribute  to  the  health 
and  independence  of  older  adults.  Ultimately,  helping  seniors 
obtain  medicines  they  need  and  avoid  ones  they  don't  need 
makes  our  healthcare  system  more  viable  over  the  long  haul. 


Senior  Citizens'  Needs 


by 

Mike  James,  RPh 

Owner,  Person  Street  Pharmacy 

Raleigh,  NC 


Senior  citizens  have  always  been  the  segment  of  the  popula- 
tion that  is  most  affected  by  the  need  for  and  the  high  cost  of 
medication.  In  an  effort  to  help  seniors  cope  with  the  rising  cost 
of  prescription  drugs,  pharmacists  have  always  paid  particular 
attention  to  the  needs  of  senior  citizens  and  have  worked 
diligently  to  counsel  and  guide  them  to  the  best  health  care 
possible.  The  guidance  needed  by  senior  citizens  is  more  than 
medication  counseling,  it  is  also  guidance  on  how  to  obtain  and 
maintain  costly  medication  they  cannot  afford.  Some  senior 
citizens  have  insurance  requiring  a  co-payment  that  covers 
medications.  Other  seniors  have  to  pay  the  total  price  of  the 
prescription  out  of  pocket  because  they  do  not  have  insurance. 
Five  years  ago,  seniors  saw  co-payment  requirements  of  $5.00  to 
$10.00  for  each  prescription  they  purchased.  Today,  while  the 
co-payment  is  usually  less  than  the  total  cost  of  the  prescription, 
this  out  of  pocket  payment  has  increased  drastically  and  is  now 
going  beyond  the  financial  means  of  many  senior  citizens. 

Because  of  the  cost  of  medication,  it  is  not  unusual  to  see 
seniors  skip  doses,  delay  refilling  medications,  or  simply  not 
take  their  medication.  Pharmacists  constantly  work  with  seniors 
on  proper  drug  regimentation  since  not  taking  medication  as 
prescribed  becomes  a  real  problem  for  the  senior  and  for  the 
physician.  Since  the  physician  believes  the  patient  is  taking  the 
medication  properly,  the  physician  may  then  add  additional 
medications  or  change  the  course  of  treatment  believing  the 
initial  medication  is  not  adequate.  The  financial  burden  to  the 
senior  citizens  then  becomes  a  bigger  problem  simply  because 
the  patient  could  not  afford  the  original  prescription.  The 
pharmacist  is  the  only  member  of  the  healthcare  team  that 
actually  knows  if  a  senior  is  taking  medication  properly  simply 
by  the  history  of  the  prescription.  Proper  drug  regimentation  and 
proper  dosage  knowledge  are  the  keys  to  senior  health  care. 
After  proper  counseling,  affordability  then  becomes  ninety  per- 
cent of  the  drug  regimentation  problem. 

Pharmacists  across  the  state  have  worked  with  Governor 
Easley  and  Lt.  Governor  Perdue  in  promoting  the  Senior  Care 
program  for  senior  citizens.  This  is  an  excellent  program  and  is 
certainly  needed  by  seniors.  Currently  the  program  is  limited  to 
three  disease  states  but  is  a  welcome  step  toward  solving  many 
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senior  citizens'  medication  problems.  The  program  has  been 
designed  so  the  application  process  is  simple  and  the  program 
can  be  in  effect  very  quickly.  Pharmacists  across  the  state  are 
giving  out  brochures  and  telling  seniors  about  the  plan  for  the 
betterment  of  senior  health  care.  Even  though  the  notification 
program  through  the  Department  of  Health  and  Human  Services 
and  pharmacies  has  been  in  place  since  November  1,  2002.  there 
are  still  many  seniors  who  do  not  know  about  the  Senior  Care 
program.  Pharmacists  must  strive  to  let  all  qualified  seniors 
know  the  Senior  Care  program  is  available  today. 

Pharmacists  are  working  daily  to  help  the  senior  citizens 
understand  the  economics  of  drug  cost  through  such  avenues  as 
generic  substitution.  For  those  seniors  who  pay  100  percent  of 
their  drug  cost,  savings  through  generic  utilization  can  be  a 
significant  figure  over  12  months.  For  those  seniors  who  have 
co-payments,  savings  could  be  the  difference  between  paying  a 
$10.00  co-payment  for  a  generic  drug  and  paying  a  $25.00  co- 
payment  for  a  brand  drug.  Pharmacists  are  helping  seniors  have 
the  best  health  care  possible  by  enabling  the  senior  to  know  the 
right  questions  to  ask  in  their  effort  to  receive  affordable 
medications. 

As  chronicled  for  years,  the  senior  citizen  population  is 
growing  rapidly.  Many  of  these  seniors  thought  they  would  be 
able  to  afford  their  medications  as  they  reached  their  golden 
years.  They  could  not  foresee  the  rapid  increase  in  cost  of 
medication  and  that  insurance  companies  would  pass  so  much  of 
the  cost  on  to  them.  This  has  placed  senior  citizens  into  a  very 
precarious  arena.  Do  they  pay  a  heavy  insurance  premium  in  an 
attempt  to  stave  off  high  dollar  prescriptions  or  do  they  gamble 
they  will  not  have  the  need  for  many  medications?  Many  have 
gambled  and  lost.  Pharmacists'  are  the  best  healthcare  profes- 
sionals available  to  help  guide  the  senior  citizen  to  the  best 
possible  solution  to  this  major  health  care  dilemma. 


Long-Term  Care 
"Polypharmacy  Initiative" 


by 

Ross  Brickley,  RPh.  MBA,  CGP 

Consultant  Pharmacist 

Neil  Medical  Group 


Over  a  year  ago,  the  U.S.  Agency  for  Healthcare  Research 
and  Quality  (AHRQ)  released  study  results  indicating  that  one  in 
five  of  32  million  community-dwelling  seniors  use  one  or  more 
of  33  potentially  inappropriate  medications-making  a  strong  case 
for  expanded  use  of  pharmacists'  medication  management 
services  in  community  practice  settings.  AHRQ  researchers 
studied  nationally  representative  medication  use  data  from  the 
1996  Medical  Expenditure  Panel  Survey  MEPS,  using  the 
"Beers  criteria"  to  estimate  rates  of  potentially  inappropriate 
drug  use.  In  1997,  Dr.  Lyle  Bootman  reported  in  the  Archives  of 
Internal  Medicine  that  consultant  pharmacist-conducted  drug 


regimen  reviews  in  nursing  facilities  increase  the  number  of 
patients  who  experience  an  optimal  therapeutic  outcome  by  43 
percent  and  saves  as  much  as  $3.6  billion  annually  in  costs 
associated  with  medication-related  problems. 

In  the  tall  of  2001,  consultant  pharmacists  in  North  Carolina 
began  discussions  with  North  Carolina  Medicaid  to  evaluate 
proactive  ways  to  improve  the  quality  of  patient  care  and  further 
decrease  medication-related  expenditures  in  long-term  care 
facilities.  During  this  same  time  period,  via  a  connection  from 
the  North  Carolina  Association  of  Pharmacists,  they  collabo- 
rated with  AecessCare,  Inc.  to  conduct  a  pilot  "Poly-pharmacy 
Initiative"  studs  with  13  participating  nursing  homes.  Prelimi- 
nary results  indicated  a  13:1  benefit-to-cost  ratio  by  having 
consultant  pharmacists  perform  specific  clinical/quality  interven- 
tions. Meanwhile,  in  the  summer  of  2002.  NCAP  continued  to 
negotiate  with  the  leadership  at  North  Carolina  Medicaid  to 
consider  alternative  cost-saving  interventions  that  would  save 
the  Medicaid  department  money  and  avoid  an  additional 
Medicaid  dispensing  fee  cuts  for  LTC  pharmacies.  Visionary 
leadership  in  the  North  Carolina  Department  of  Health  and 
Human  Services  recognized  the  value  in  having  consultant 
pharmacists  collaborate  with  physicians  to  improve  quality  of 
care  and  reduce  medication-related  expenditures.  Subsequently, 
this  led  to  expansion  of  the  Poly-pharmacy  Initiative  statewide 
study  to  include  nearly  all  nursing  homes. 

The  Polypharmacy  Initiative  began  in  November  2002  and 
funding  is  committed  through  May  2003.  No  other  State 
Medicaid  department  has  supported  this  type  of  initiative  in  the 
long-term  care  setting.  Although  consultant  pharmacists  have 
been  performing  monthly  drug  regimen  review  in  nursing 
facilities  for  several  years,  this  project  provides  the  consultant 
actual  medication  cost  data.  The  consultant  will  use  the  cost 
data  and  focus  on  making  evidence-based  clinical  recommenda- 
tions that  reduce  Medicaid  drug  costs.  Successful  implementa- 
tion of  this  project  may  facilitate  future,  constructive  negotia- 
tions w  ith  Medicaid  to  reimburse  pharmacists  for  their  clinical 
initiatives  and  minimize  their  focus  on  reduction  of  dispensing 
fees. 

AecessCare.  Inc.  will  be  coordinating  this  project. 
AecessCare  is  a  network  of  primary  care  physicians  committed 
to  providing  the  highest  quality  medical  care  for  the  Medicaid 
population  of  North  Carolina. 

Since  April  1991.  a  growing  number  of  North  Carolina 
Medicaid  recipients  have  received  services  within  the  framework 
of  Carolina  ACCESS,  a  primary  care  coordination  program 
currently  functioning  in  99  counties.  Carolina  ACCESS  was 
developed  in  an  effort  to  create  a  more  efficient  and  effective 
health  care  system  for  Medicaid  enrollees.  Specifically.  Carolina 
ACCESS  set  out  to  enhance  access  to  primary  care  and  to 
improve  the  coordination  of  medical  services  for  the 
underserved.  The  program  emphasizes  a  working  partnership 
between  the  state  and  local  communities,  with  primary  care 
providers  playing  a  pivotal  role  in  program  development  and 
operation.  In  addition,  under  Carolina  ACCESS,  recipients  are 
assured  access  to  a  continuity  of  care  through  assignment  to  a 
primary  care  provider. 

AecessCare  is  one  of  eleven  demonstration  projects  within 


the  ever  growing  Access  II  iX:  III  programs  in  the  slate.  A  not- 
for-profit  organization,  AecessCare  was  designed  to  improve 
access  to  medical  services,  maintain  quality  of  care,  and  reduce 
costs  for  the  Medicaid  population.  Established  in  July  1998, 
AecessCare  seeks  to  expand  and  improve  access  to  care  lor  the 
Medicaid  population  of  North  Carolina  through  a  statewide 
network  of  30  primary  care  practices  w  ith  about  340  primary 
care  physicians,  and  over  100,000  Medicaid  enrollees.  Together. 
Access  II  &  III  programs  are  comprised  of  over  150  primary 
care  practices  with  about  1.400  primary  care  physicians,  and 
over  235,000  Medicaid  enrollees.  Steve  Wegner,  M.D.,  J.f).  is 
the  Executive  Director  of  AecessCare,  Inc. 

Payment  for  Services:  A  Solution  for 
Improving  Quality  and  Decreasing  Cost 


by 

Rebecca  W.  Chater.  RPh.  MPH,  FAPhA 

Group  Manager  of  Clinical 

Services.  Kerr  Drug 

Member  of  the  North  Carolina  Board 

of  Pharmacy 


As  pharmacists,  evolution  from  a  product  to  service-oriented 
profession,  complete  with  fair  compensation  for  our  services,  is 
the  order  of  the  day.  Every  pharmacist  in  North  Carolina  is 
aware  of.  or  has  been  actively  involved  in.  this  activity  at  some 
level.  From  work  with  physicians  to  small  self-insured  em- 
ployer groups  to  the  State  Health  Plan  to  Medicaid,  pharmacist 
pioneers  sprinkled  from  the  North  Carolina  mountains  to  the 
coast  have  worked  tirelessly  to  make  the  case  to  a  variety  of 
stakeholders  that  our  services  do  improve  clinical,  economic, 
and  humanistic  patient  outcomes.  From  the  exhaustive  work  of 
hospital  and  community  pharmacist-members  of  the  NCPhA 
Pharmaceutical  Care  and  Compensation  Committee  in  the  mid- 
80's.  which  eventually  gave  rise  to  the  Asheville  Project;  to  the 
work  of  today's  Asheville  Project  providers;  to  the  formation  of 
our  state's  first  pharmacist  IPA  by  a  group  of  Piedmont  area 
stalwarts;  to  every  independent,  hospital,  and  chain  pharmacist 
who  has  worked  diligently,  not  to  just  fill  prescriptions,  but  to 
make  a  new  future  for  pharmacy  by  delivering  quality  pharma- 
ceutical care:  to  several  physician  colleagues  who  have  champi- 
oned our  cause;  to  our  past  and  current  Association  leadership: 
to  our  Board  of  Pharmacy;  to  our  leaders  in  the  legislature. .  .our 
work  has  yielded  quite  a  reputation  for  North  Carolina  phar- 
macy. On  the  national  level,  our  state  is  regarded  as  an  innova- 
tor, home  of  the  nation's  only  living  pharmaceutical  care  model 
complete  with  a  third-party  payer  and  consistent  demonstrated 
cost  savings  and  clinical  improvement.  With  that  reputation 
comes  much  responsibility. 

For  our  colleagues  who  have  dedicated  so  much  of  their  time, 
and  in  many  cases,  given  of  their  personal  financial  resources  to 
advance  the  pharmacist's  caregiving  role,  patience  for  progress 
has.  at  times,  waned.  Memories  are  all  too  fresh  of  negotiations 
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and  contracts  that,  for  one  reason  or  another,  stopped  short. 
Despite  having  conclusive  evidence  from  the  Asheville  Project 
that  spending  relatively  little  on  pharmacist  services  enables 
health  plans  to  save  a  lot.  it  has  been  very  difficult  to  translate 
this  into  a  trend.  Ironically,  while  we  were  continuing  to  work 
dutifully  toward  this  goal,  a  very  interesting,  rather  serendipi- 
tous, opportunity  bubbled  up  relatively  discreetly,  almost  passing 
beneath  our  radar. 

Were  it  not  for  a  few  of  our  colleagues  with  involvement  in 
the  recent  tobacco  settlement  dialogue,  this  story  would  never 
have  been  told.  As  you  may  recall,  prior  to  his  election.  Gover- 
nor Easley  made  campaign  promises  to  the  seniors  of  our  state  of 
a  prescription  drug  discount  plan.  With  a  budget  shortfall 
imminent,  and  a  commitment  to  fulfill  his  promise,  he  looked  to 
the  tobacco  settlement  money  as  a  funding  source — a  bit 
unconventional,  and  more  than  a  bit  controversial,  but  a  solution 
nonetheless.  Governor  Easley  appointed  a  group,  the  Health  and 
Wellness  Trust  Fund  Commission  (HWTFC),  to  oversee 
allocation  of  approximately  $40  million  of  these  funds  to  support 
his  program.  North  Carolina  Senior  Care.  The  Commission 
included  representatives  from  across  our  state,  with  Lt.  Gov. 
Beverly  Perdue  assigned  as  Chair.  This  could  easily  have  been 
the  end  of  this  story.  But.  not  so... 

Believing  that  improved  access  to  prescription  medications 
could  only  benefit  seniors  if  accompanied  by  assistance  in 
understanding  their  proper  use.  a  handful  of  our  proactive 
pharmacist  colleagues,  together  with  a  few  senior  advocates, 
began  to  make  the  case  that  some  portion  of  the  funds  needed  to 
be  allocated  specifically  for  a  senior  medication  management 


Meeting  the  Challenge 


We  understand  the  difficulties  that  independent  pharmacies  are  facing 
in  today's  rapidly  changing  healthcare  environment.  Despite  dispensing 
more  prescriptions  lhan  ever  before,  pathetic  third  party  reimbursement 
levels  and  diminishing  margins  continue  to  erode  profitability  in  your 
prescription  department.  As  a  full-service  pharmaceutical  distributor, 
we  are  committed  to  provide  innovative  solutions  to  help  ensure  the 
success  of  our  customers. 

From  Brands... 

We  are  a  proud  sponsor  of  Pharmacy  First,  the  most  successful  and 
largest  network  of  independent  retail  and  small  chain  pharmacies  in  the 
United  States.  Pharmacy  First  offers  significant  performance-based 
rebate  dollars  on  top-selling  brand  name  drugs,  without  any  wholesaler 
directed  purchase  requirements. 

...to  Generics 

As  a  member  of  the  Opti-Source  Group,  we  are  able  lo  provide  our  cus- 
tomers with  a  reliable  and  consistent  source  for  quality  generics  at  the 
lowest  possible  prices. 

BELLAMY      KING 

Providing  exceptional  value  and  outstanding  service  to  retail, 
alternate  care  and  hospital  pharmacies  for  over  100  years. 

1-800-800-8748 

411  Landmark  Drive  •  Wilmington,  NC  28412 


www.pharmacysupplier.com 
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program.  Their  position  was  that  the  Governor's  plan  could 
actually  do  more  harm  than  good  for  North  Carolina  seniors 
unless  it  included  some  provision  to  help  seniors  properly 
manage  their  medications.  Soon  thereafter.  North  Carolina 
DHHS  began  discussions  with  the  Trust  about  the  need  for  local 
centers  to  provide  prescription  assistance  as  well  as  these 
medication  management  services.  The  Trust  subsequently 
decided  to  devote  $9  million  over  the  next  three  years  to 
develop  a  network  within  which  pharmacists  can  help  seniors 
achieve  safer,  more  effective  medication  use  as  well  as  the 
prescription  drugs  they  need  where  they  are  otherwise  unable  to 
obtain  them.  The  funds  will  also  be  used  to  create  the  infrastruc- 
ture for  data  sharing  and  assimilation  of  outcomes. 

It  has  been  our  challenge  as  a  profession  to  reach  a  critical 
mass  in  the  demand  for.  delivery  of.  and  payment  for  our 
pharmaceutical  care  services,  an  activity  level  sufficient  to  drive 
our  professional  evolution  from  small  enclaves  of  excellence  in 
delivery  of  cognitive  services  sprinkled  throughout  the  nation  to 
redefining  a  new  standard  of  pharmacy  practice.  Who  would 
have  anticipated  that  a  prime  opportunity  in  this  area  would  be 
linked  to  our  state's  tobacco  settlement?  Our  focus  on  collec- 
tively delivering  the  highest  quality  performance  in  this  program 
will  greatly  accelerate  our  future  reality.  We.  as  pharmacists, 
must  fully  realize  the  importance  of  this  opportunity — to 
demonstrate  in  a  highly  visible  way  that  our  direct  involvement 
in  medication  management  is  essential  to  positive  outcomes  and 
that  fair,  reasonable  payment  to  pharmacists  for  these  services 
should  be  the  direction  of  all  public  and  private  health  plans. 
Rest  assured  that  all  eyes  of  the  state  will  be  on  the  medication 
management  centers'  ability  to  yield  positive  return  on  its 
investment  for  these  services. 

The  HWTFC  published  a  request  for  proposals  in  the  fall 
resulting  in  the  awarding  of  24  three-year  grants  to  bring  North 
Carolina  Senior  Care  to  seniors  in  over  sixty  North  Carolina 
counties.  Primary  grant  recipients  in  each  of  the  twenty-four 
programs,  by  requirement,  are  state  agencies  (such  as  senior 
centers  or  agencies  on  aging)  or  other  501c3  organizations. 
Grants  were  awarded  based  upon  the  strength  of  the  partnerships 
coordinated  by  the  primary  grantee.  Partners  vary  by  program, 
including  senior  service  agencies  and  pharmacist  providers  as 
well  as  physicians,  hospitals,  health  departments,  and  other 
health  agencies.  The  role  of  the  pharmacist  will'be  to  provide 
general  medication  reviews  and  disease  state  management,  as 
needed  for  qualifying  seniors. 

Few  great  opportunities  come  without  substantial  risk.  For 
pharmacists.  North  Carolina  Senior  Care  is  no  exception.  For 
those  of  us  who  are  actively  involved  in  providing  patient  care, 
there  is  the  risk  of  pharmacist  underperformance.  North 
Carolina  Senior  Care  was  not  developed  nor  will  it  be  adminis- 
tered by  pharmacists.  In  most  cases,  those  who  developed  and 
will  be  administering  the  individual  24  programs  are  not 
pharmacists.  Although  the  Health  and  Wellness  Trust  Fund 
Commission  has  made  it  clear  that  pharmacists  are  to  deliver  the 
medication  management  piece  of  the  program,  with  a  few 
exceptions,  we  have  only  become  partners  in  the  granting 
process  because  we  were  invited  or  asked  to  provide  our  services 
by  contract.  Our  charge  is  to  utilize  our  expertise  to  yield  the 


strongest  positive  clinical,  humanistic,  and  economic  outcomes 
for  seniors  possible.  In  order  for  our  efforts  to  warrant  further 
paj  ment  for  our  services.  v\e  must  have  our  strongest  talent 
deployed.  We  must  apply  our  expertise  effective!)  and  effi- 
ciently to  promote  optimal  return  on  investment.  We  owe  no 
less  to  North  Carolina's  seniors.  We  owe  no  less  to  ourselves. 

How  do  we  best  position  this  program  for  success?  By 
preparing  ourselves  and  promoting  awareness  among  seniors  and 
encouraging  them  to  enroll. 

1.  Knou  if  North  Carolina  Senior  Care  is  available  in  your 
county  (see  #2  under  FAQsl  and  help  connect  patients  in  need 
with  the  program.  We  all  know  patients  v\ho  routinely  must  ask 
for  their  chronic  medications  to  be  refilled  by  "dollars  worth" 
rather  than  months  supply.  Remember  that,  in  addition  to 
medication  management,  this  program  has  allocated  over  S30 
million  to  help  seniors  pay  for  their  medication.  Please  refer  any 
uninsured  patient  you  believe  may  benefit  from  this  program  to 
apply.  Alert  v  our  staff  to  do  the  same. 

2.  Keep  a  supply  of  applications  on  hand  at  your  pharmacy  by 
calling  toll-free  866-226-1388.  Driving  demand  for  and  access 
to  medication  management  benefits  will  be  critical  to  our 
success.  Actively  promote  the  program  and  encourage  seniors  to 
apply.  For  those  with  questions,  refer  them  to  your  local  Council 
on  Aging. 

3.  If  you  have  already  agreed  to  provide  your  sen  ices,  be  sure 
to  register  for  and  attend  the  pharmacist  training  program. 
February  2?-26  at  the  Friday  Center  in  Chapel  Hill.  The  training 
will  cover  a  number  of  issues  including  role  expectations  for  you 
as  a  pharmacist. 

4.  Provide  your  services  for  fair  and  reasonable  compensation. 
I  spoke  with  a  pharmacist  recently  who  received  a  call  from  an 
area  non-profit  agency  during  the  grant  writing  process  asking  if 
he  would  be  willing  to  do  medication  reviews  as  part  of  this 
program.  He  agreed,  only  later  to  be  asked  if  he  would  be 
willing  to  provide  his  services  free  of  charge.  It  is  important  to 
remember  two  important  points  here:  1 )  there  is  well-estab- 
lished precedent  for  fair  compensation  for  pharmacist  services 
(Asheville  Project.  Iowa  Medicaid,  etc.):  2)  as  part  of  this 
program,  primary  grantees  were  required  to  budget  payment  for 
pharmacist  services.  While  every  effort  should  be  made  to 
utilize  these  funds  as  wisely  as  possible,  the  HWTFC  has  no 
expectation  of  pharmacists  to  give  away  their  services.  Although 
pharmacists  are  know  n  far  and  wide  for  their  benevolence,  few 
would  disagree  that  it  is  impossible  to  create  lasting  impact  from 
any  program  without  a  viable  business  model  to  support  it. 

Please  join  your  colleagues  in  supporting  this  program. 
Create  lasting,  positive  impact  for  North  Carolina  seniors  and 
North  Carolina  Pharmacy. 


FAQ 

NC  Senior  Care 

1 .  If  this  is  the  first  I  have  heard  of  this 
program,  does  that  mean  that  I  am  closed  out 
as  a  provider? 

Although  pharmacists  to  provide  care  in  the 
program  have  already  been  identified,  there  could 
still  be  opportunities  for  you  to  participate  as  the 
program  progresses.  If  you  are  interested, 
contact  NCAP  at  919-967-2237. 

2.  Who  are  the  grant  recipients? 

To  identify  medication  management  projects  and 
grantees  in  your  area,  visit  the  following  Internet 
address: 
www.hwtfc.org/pdffiles/hwMedlv1gmtAwards.pdf 

3.  When  will  the  program  begin? 

Grants  were  awarded  last  fall.  Software 
development,  administration  training,  and 
pharmacist  training  is  in  progress.  Actual  patient 
care  is  likely  to  begin  in  April  2003. 

4.  Who  is  eligible? 

The  criteria  for  eligibility  for  Senior  Care  are  as 
follows: 

•  65  years  of  age  or  older 

•  NC  resident 

•  Annual  household  income  during  2001 
<  or  =  $17,180  if  single  or  widowed  or 
$23,220  if  married 

•  No  other  prescription  drug  insurance  including 
Medicaid 

•  Need  for  prescription  drugs  for  treatment  of: 
angina,  arrhythmia,  asthma,  bronchitis, 
diabetes,  emphysema,  heart  failure, 
hyperlipidemia,  hypertension 

5.  How  will  pharmacists  get  paid? 

Fee  for  service  by  primary  grantee. 

6.  Other  questions? 

Contact  NCAP  and  look  for  FAQs  and  answers 
on  the  NCAP  Web  site  at 
www.ncpharmacists.org. 
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University  of  Iowa  Releases  Study  Results  on 
Medicaid  Pharmaceutical  Case  Management 

Report  Documents  Significant  Improvement  in  Quality  Care  As  a  Result  of  Pharmacist-Physician  Teamwork 


DES  MOINES.  IA  -  Results  from  a  major  three-year  study 
examining  a  new  patient  care  payment  system  have  been 
released  by  the  University  of  Iowa  and  shared  with  state  officials 
as  well  as  the  pharmacy  and  medical  communities  in  Iowa.  The 
study,  conducted  by  the  University  of  Iowa's  Colleges  of  Public 
Health.  Pharmacy  and  Medicine,  investigated  the  potential 
quality  and  cost  benefits  associated  with  the  Iowa  Medicaid 
Pharmaceutical  Case  Management  (PCM)  Program. 

The  Iowa  PCM  program  began  in  2000  with  funds  appropri- 
ated by  the  Iowa  legislature.  The  program,  designed  by  an 
advisory  committee  of  physicians  and  pharmacists  and  advo- 
cated by  the  Iowa  Pharmacy  Association,  seeks  to  improve  the 
quality  of  medication  use  in  Medicaid  eligible  patients  who  are 
at  high  risk  for  experiencing  adverse  effects  from  their  medica- 
tions. 

The  pharmaceutical  case  management  program  in  Iowa 
provides  an  opportunity  for  physicians  and  pharmacists  to 
closely  manage  the  total  medication  regimens  of  their  most 
complex  patients.  Working  together,  they  can  find  the  best 
combination  of  medications  and  doses  for  a  particular  patient 
with  multiple  disease  states.  The  innovative  care  delivered 
through  this  program  is  based  on  a  model  of  care  known  to 
improve  medication  safety  in  hospital  and  clinic  settings  where 
pharmacists  and  physicians  practice  under  the  same  roof  and 
have  access  to  patient  care  records. 

The  Iowa  Medicaid  PCM  program  provides  for  a  new 
payment  system  wherein  pharmacists  and  physicians  are 
compensated  for  the  additional  care  associated  with  drug  therapy 
management  services.  The  payment  incentives  associated  with 
PCM  serve  to  facilitate  a  new  patient  care  model  in  the  ambula- 


CONTINUING 
EDUCATION 

In  order  to  better  serve  our  members, 
NCAP  will  mail  a  special  CE  Supplement 
only  to  members  who  request  it.  CE  is  no 

longer  published  in  North  Carolina 
Pharmacist,  leaving  more  room  for  news  of 
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Continuing  Education  is  available  only  to 

members.  Members  who  would  like  to  be 

added  to  the  mailing  list  for  CE  should 

contact  Teressa  Reavis  at 
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919.967.2237  ext.  27. 

Sponsored  by 
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tory  setting  that  offers  significant  potential  for  improving  both 
the  quality  and  cost  effectiveness  of  care  rendered  to  a  select 
group  of  Medicaid  eligible  patients. 

Among  the  major  findings  of  the  University  of  Iowa  study  were 
the  following: 

1 .  A  significant  number  of  Medicaid  patients  are  at  a  very  high 

risk  for  adverse  medication  effects  -  effects  which 
result  in  poor  health  and  increased  cost  to  the 
Medicaid  program; 

2.  The  PCM  program  served  to  significantly  improve  medica- 

tion safety  in  Medicaid  eligible  patients  who  are  at 
high  risk  for  adverse  medication  effects: 

3.  The  PCM  program  did  not  result  in  any  increased  cost  to 

Medicaid,  suggesting  that  payment  for  professional 
services  was  offset  by  reductions  in  emergency  room 
and  outpatient  facility  utilization:  and 

4.  Expansion  of  the  PCM  program  can  be  extremely  effective 

if  obstacles  to  success  can  be  minimized. 
More  specific  results  from  the  PCM  study  reveal  the  potential 
benefit  of  compensating  pharmacists  and  physicians  for  drug 
therapy  management  services.  In  particular,  the  Iowa  study 
found  that: 

•  30*  of  PCM  patients  had  experienced  an  adverse  drug 

reaction  in  the  previous  year,  including  drug-drug 
interactions: 

•  Approximately  75*  of  PCM  patients  taking  antihyperten- 

sive medications  had  a  drug-drug  interaction: 

•  35*  of  PCM  patients  60  and  older  had  been  taking  at  least 

one  medication  considered  to  have  a  poor  risk-benefit 
balance  and  to  be  inappropriate  for  use  among  older 
adults; 

•  Pharmacists  detected  an  average  of  2.6  medication-related 

problems  per  patient: 

•  The  most  common  recommendation  (52*)  made  by 

pharmacists  was  to  start  a  new  medication,  indicating 
that  many  patients  have  untreated  conditions.  Pharma- 
cists also  recommended  discontinuation  of  medications 
33*  of  the  time: 

•  PCM  patients  had  a  statistically  significant  12.5*  improve- 

ment in  the  Medication  Appropriate  Index  (a  structured 
measure  of  prescribing  quality); 

•  Among  PCM  patients  60  and  older,  the  percent  using 

inappropriate  medications  decreased  by  24*.  a  statisti- 
cally significant  reduction  over  patients  who  did  not 
receive  PCM  services;  and 

•  Physicians  and  pharmacists,  responding  to  surveys,  agreed 

that  interprofessional  discussions  led  to  better  quality  of 
care,  better  health  outcomes,  and  increased  continuity 
of  care. 
In  noting  that  "the  PCM  program  has  the  potential  to  achieve 
greater  benefits  for  more  patients,"  University  of  Iowa  research- 
ers have  outlined  a  series  of  action  steps  which  will  serve  to 
facilitate  an  expansion  of  the  program's  positive  results.  Such 
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action  steps  include  the  development  of  additional  pharmacist- 
physician  eare  teams  and  an  increased  flexibility  for  providers  to 

identify  potential  patients  in  need  of  drug  therapy  management 
services. 

The  University's  report  concludes  by  stating  that  "High-risk 
medication  use  among  Medicaid  patients  taking  four  or  more 
medications  is  a  public  health  issue  of  significant  importance.  In 
a  relatively  short  period  of  time,  the  PCM  program  has  achieved 
numerous  successes.  It  is  anticipated  that  if  the  program  can  be 
maintained  and  nurtured  into  maturity,  greater  collegiality 
among  providers  \\  ill  develop  and  improvements  in  longer-term 
health  outcomes  will  be  achieved." 

Reacting  to  the  report  issued  by  the  University  of  Iowa. 
Thomas  Temple.  IPA's  Executive  Vice  President  said,  "this  study 
clearly  shows  that  drug  therapy  management  services  play  an 
essentia]  role  in  assuring  both  medication  safety  and  positive 
health  outcomes.  Further,  the  study  holds  significant  implica- 
tions which  transcend  the  Medicaid  program  to  pharmacy  benefit 
plans  in  the  private  sector."  Temple  also  stated  that,  "the  results 
of  the  PCM  study  should  provide  ample  support  for  the  inclusion 
of  drug  therapy  management  services  in  a  new  Medicare 
pharmacy  benefit." 

The  research  report  on  the  Iowa  Medicaid  Pharmaceutical 
Case  Management  Program  was  submitted  to  the  State  of  Iowa 
by  the  University  of  Iowa  Colleges  of  Public  Health.  Pharmacy 
and  Medicine.  Elizabeth  Chnschilles.  Ph.D.  served  as  Principal 
Investigator  and  Barry  Carter.  PharmD.  served  as  Co-Principal 
Investigator. 

A  copy  of  the  "Executive  Summary"  from  the  University  of 
Iowa's  Final  Report  is  available  on  IPA's  Web  site  at 
www.iarx.org.  To  obtain  a  complete  copy  of  the  report,  please 
contact  Nancy  Bell.  RPh.  at  the  Iowa  Pharmacy  Association. 
nbell@iarx.org.  ♦ 

Free  Live  CE  Programs 
Coming  to  a  City  Near  You 

Six  regional  programs  entitled  "Update  on  North  Carolina  Phar- 
macy" will  be  co-sponsored  and  presented  by  the  North  Carolina 
Association  of  Pharmacists  ( Fred  Eckel,  speaker),  the  North  Caro- 
lina Board  of  Pharmacy  ( David  Work,  speaker  I.  and  the  three  North 
Carolina  Schools  of  Pharmacy  (one  of  the  Deans  will  speak  at  each 
program:  UNC  -Bill  Campbell:  Campbell  University-  Ron  Maddox: 
Wingate  University-  Bob  Supernaw).  Local  Associations  have  also 
been  invited  to  co-sponsor  these  programs. 

The  program  will  provide  2  hours  of  ACPE  continuing  phar- 
maceutical education  credit.  Pre-registration  will  be  required  as 
space  is  limited,  but  there  will  be  no  registration  fee. 
The  sites/dates  of  the  programs  are  as  follows: 

•  April  22  Raleigh,  Wake  AHEC 

•  May  14  Greensboro,  Moses  Cone  AHEC 

•  May  21  Charlotte,  Wingate  University 

•  May  22  Asheville,  Mountain  AHEC 

•  May  27  Fayetteville,  Southern  Regional  AHEC 

•  June  9  Greenville,  Eastern  AHEC 
Refreshments/registration  6:30  -  7:00  p.m.  Program  7:00  -  9:00 
p.m.  For  more  information  please  visit  www.ncpharmacists.org 
or  call  Linda  Goswick  at  919-967-2237  or  e-mail 

linda®  ncpharmacists.org. 


Assistance  With  HIPAA 

Regulations  Now 
Available  Through  NCAP 

NCAP  is  endorsing  three  different  resource 
materials  to  help  you  comply  with  HIPAA  (Health 
Insurance  Portability  and  Accountability  Act)  regula- 
tions. The  April  14th  deadline  for  complying  with  the 
Privacy  portion  of  HIPAA  is  fast  approaching.  NCAP 
members  will  receive  a  significant  price  discount  on 
these  products. 

Option  One:  Web-based  Compliance 
Products  for  Pharmacies  from 
HIPAAdocs 

HIPAAdocs  is  a  Web-based  solution  that  allows 
for  continuous  legislative  updates  and  provides 
pharmacy  specific  curriculum  accessed  from  your 
computer.  It  includes  testing  and  certification  for 
each  user,  a  Gap  Assessment  Tool,  a  Risk  Manage- 
ment Register,  and  on-line  policy  generating  tem- 
plates. Visit  the  NCAP  Web  site  to  purchase  this 
service. 

Option  Two:  HIPAA  Privacy  Compliance 
Manual  for  pharmacies  from  NACDS 

NCAP  and  the  National  Association  of  Chain 
Drug  Stores  have  teamed  up  to  offer  you  a  HIPAA 
Privacy  Compliance  Manual  developed  specifically 
for  pharmacists  and  pharmacies.  The  Compliance 
Manual  includes  summaries  and  outlines  of  the 
privacy  requirements,  samples  of  the  necessary 
forms,  policies  and  procedures,  and  free  updates  - 
all  in  PLAIN  ENGLISH. 

Option  Three:  HIPAA  Compliance 
Handbook  for  Community  Pharmacies 
from  the  National  Community  Pharma- 
cists Association 

NCAP  is  pleased  to  bring  you  the  new  NCPA 
HIPAA  Compliance  Handbook  for  Community 
Pharmacy  written  by  a  pharmacist/attorney  specifi- 
cally for  community  pharmacy.  The  Handbook 
deciphers  the  complex  HIPAA  regulation  and  pro- 
vides usable  solutions  for  small  business  owners. 

For  pricing  and  more  information  about 

these  products  visit 

http://www.ncpharmacists.org  or  call 

NCAP  at  919.967.2237,  ext.  25 
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Can  MS  Contin  or  OxycontirV 
Tablets  Be  Administered  Rectally? 


vomiting,  dysph- 
asia, severe 


Adequate  pain  control  and  daily  pain 
assessments  have  become  a  focus  for 
improvement  within  healthcare  facilities. 
Within  our  institution,  questions  have 
been  posed  regarding  alternative  adminis- 
tration routes  of  various  oral  pain 
preparations,  specifically  if  morphine 
(MS  Contin")  and  oxycodone 
(Oxycontin'")  tablets  could  be  adminis- 
tered rectally.  The  oral  route  is  the 
preferred  route  of  administration  for 
analgesic  drugs.1  However,  patients  who 

have  severe  nausea. 
by  Lacy  M.  Gilley, 
Carmen  M.  Faulkner, 
&  LeAnne  Kennedy 

constipation,  bowel 

obstruction,  and/or  gastric/intestinal 
malabsorption,  are  not  candidates  for  oral 
administration  of  analgesic  drugs. :  When 
the  oral  route  is  no  longer  an  option,  the 
rectal  route  may  be  an  alternative  for 
drug  delivery  in  pain  control.' 

Morphine  is  the  preferred  opioid 
analgesic  for  moderate  to  severe  pain. 
It  binds  to  opiate  receptors  in  the  central 
nervous  system  causing  inhibition  of 
ascending  pain  pathways.  The  usual  dose 
for  rectally  administered  moiphine  is  10- 
20  mg  every  4  hours,  titrated  to  achieve 
adequate  pain  relief.  ' 4  Daytime  drowsi- 
ness, dizziness,  and  mental  clouding  are 
common  during  the  initiation  of  treatment 
but  disappear  once  the  patient  stabilizes. 
Two-thirds  of  patients  will  experience 
nausea  and  vomiting  at  the  start  of 
therapy,  but  these  adverse  effects  will 
eventually  resolve.  The  most  persistent 
adverse  effect  of  morphine  is  constipation 
which  requires  laxative  prophylaxis  in 
most  patient  cases.'  Rectal  administra- 
tion of  morphine  is  contraindicated  for 
patients  with  mucositis,  fissures,  thromb- 
ocytopenia, or  neutropenia.2 

Oxycodone  is  an  opioid  analgesic 
effective  for  moderate  to  severe  pain.5 
Oxycodone  undergoes  a  mechanism  of 
action  similar  to  morphine.'4  When 
compared  to  morphine,  oxycodone  has  a 
higher  bioavailability  and  is  twice  as 
potent  on  a  per-milligram  basis.'' Some 
common  side  effects  of  oxycodone  are 
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hypotension,  drowsiness,  dizziness, 
weakness,  nausea  and  vomiting.  There 
is  not  a  recommended  dose  for  rectally 
administered  oxycodone  reported, 
because  it  is  not  indicated  for  rectal 
administration.7 

Absorption  of  drugs  from  the  rectum 
occurs  primarily  through  passive  diffu- 
sion.2 Drugs  absorbed  from  the  proximal 
part  of  the  rectum  are  transported  via  the 
portai  system  to  the  liver  and  metabolized 
prior  to  entering  the  systemic  circulation. 
However,  medications  absorbed  from  the 
distal  portion  of  the  rectum  bypass  the 
liver  and  directly  enter  the  general 
circulation.  Therefore,  one  of  the  major 
factors  likely  contributing  to  the  varia- 
tions in  the  rectal  bioavailability  of 
oxycodone  and  morphine  is  drug  place- 
ment in  the  rectum.  Other  factors 
contributing  to  the  large  variation  of 
rectal  bioavailability  include:  1 )  adsorp- 
tion of  drug  to  feces.  2)  spreading  of  the 
drug  contents  to  the  upper  part  of  the 
rectum.  3)  poor  drug  release.  4)  poor 
absorption  from  the  rectal  mucosa  due  to 
poor  blood  supply  and  small  surface  area, 
and/or  51  poor  dissolution  of  drug  in  the 
small  volume  of  rectal  fluid.  These 
factors,  in  part,  explain  the  conflicts 
concerning  the  efficacy  of  drugs  adminis- 
tered via  the  rectum.5 

First-pass  metabolism  decreases 
bioavailability  of  orally  administered 
moiphine  to  30-40%.  while  rectal 
administration  yields  a  theoretical 
bioavailability  of  53%. s  Rectal  adminis- 
tration of  morphine  allows  for  more  of 
the  parent  drug  to  reach  the  systemic 
circulation  by  avoiding  extensive  first- 
pass  hepatic  metabolism/  In  a  trial  by 
Conno  et  al..  results  suggested  that  rectal 
morphine  had  a  quicker  onset  of  action 
and  a  longer  duration  of  efficacy  com- 
pared to  an  oral  morphine  dose.2  How- 
ever, evidence  supported  by  pharmacoki- 
netic data  in  the  trial  by  Hanks  et  al. 
suggested  that  the  ratio  of  rectal  mor- 
phine to  oral  morphine  is  1:1.1 

In  a  study  conducted  by  Kaiko  et  al„  a 
single  30  mg  controlled-release  moiphine 


tablet  was  inserted  6-10  cm  into  the 
rectum.  Over  a  24-hour  period,  rectal 
drug  absorption  was  equivalent  to  oral 
administration:  however  the  rate  of 
absorption  was  slower  with  rectal 
administration.  The  mechanism  of  drug 
release  is  dependent  upon  hydration, 
which  could  explain  the  slower  rate  of 
absorption  that  occurs  with  rectal 
administration.  Based  on  the  studies 
results,  rectal  administration  of  con- 
trolled-release morphine  tablets  was  not 
recommended  by  the  drug  manufacturer 
and  approval  was  pending."  According 
to  Wilkinson  et  al.,  the  rectal  administra- 
tion of  morphine  tablets  is  not  recom- 
mended except  when  the  oral  and 
parenteral  routes  are  no  longer  an  option. 
If  the  change  from  oral  to  rectal  route 
was  implemented,  then  the  authors 
suggested  initiating  the  same  dose  and 
interval  used  for  oral  administration.10 

Information  regarding  rectal  adminis- 
tration of  oxycodone  was  obtained  from 
studies  conducted  in  European  coun- 
tries.5" The  studies  investigated 
oxycodone  suppositories  rather  than  the 
rectal  administration  of  oxycodone 
tablets.  Leow  et  al.  reported  that  a  30-mg 
oxycodone  suppository  provided  pain 
relief  for  up  to  eight  hours  but  could  be 
given  as  often  as  every  four  hours  with 
adequate  pain  relief  and  minimal  side 
effects.  However,  there  are  no  pharmaco- 
kinetic or  pharmacodynamic  data  in  the 
literature  for  the  administration  of  rectal 
oxycodone  to  confirm  this  information. s 

While  greater  interindividual  variation 
and  slower  absorption  occurs  via  the 
rectal  route,  no  significant  difference  is 
noted  within  the  literature.*  The  rectal 
route  should  be  considered  as  an  alterna- 
tive when  the  oral  and  intravenous  routes 
are  no  longer  an  option.  Rectal  adminis- 
tration of  moiphine  tablets  has  been 
shown  to  be  safe,  effective,  and  well 
tolerated.2  Unfortunately,  an  extensive 
literature  search  did  not  result  in  any 
information  regarding  rectal  administra- 
tion of  oxycodone  tablets.  Further  studies 
need  to  be  conducted  to  determine 


whether  rectal  administration  of  mor- 
phine or  oxycodone  tablets  can  pro\  ide 
adequate  pain  control  safel)  and  effec- 
tively. ♦ 
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newspapers  across  the  state.  He  also  has  given  numerous 
presentations  at  the  local,  state  and  national  levels.  As  the 
immediate  past  president  of  the  Pediatric  Pharmacy  Advo- 
cacy Group  and  board  member  of  the  Pediatric  AIDS 
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Medication  Errors  &  Safety  Solutions 


by  William  L.  Harris 


In  1999,  the  Institute  of  Medicine  pub- 
lished the  report  entitled.  To  Err  is  Human: 
Building  a  Safer  Health  System,  which  iden- 
tified patient  safety  issues  and  raised  pub- 
lic awareness  of  numerous  medical  errors, 
including  medication  errors.  The  report 
called  for  changes  in  healthcare  delivery 
systems  and  processes  to  prevent  patient 
harm  from  medical  care  and  medication  use. 
In  2001.  a  second  report.  Crossing  the 
Quality  Chasm,  called  for  improvements  in 
patient  safety  and  restructuring  of  the  health- 
care system  to  in- 
clude standards  of 
quality.  It  called  for 
medical  care  to  be 
more  patient-cen- 
tered, safe,  effective, 
timely,  efficient  and 
equitable.  There  has 
been  some  progress, 
but  the  literature  and 
other  reports  indi- 
cate that  more  changes  are  needed  to  reduce 
medication  errors  and  to  optimize  the  use 
of  medications. 

Pharmacists  continue  to  pursue  the  use 
of  technology  to  improve  patient  safety.  A 
December  2002  survey  by  the  American 
Society  of  Health-System  Pharmacists 
(ASHP)  cited  the  need  for  computerized 
prescriber  order  entry  ( CPOE I  and  bar  code 
scanners  at  the  patient's  bedside  for  opti- 
mal patient  safety.  Pharmacists  continue  to 
work  with  the  pharmaceutical  industry  to 
place  bar  codes  on  all  drug  products  to  fa- 
cilitate bar  code  reading  in  robotic  distribu- 
tion systems  and  bar  code  scanning  of  medi- 
cations down  to  the  patient  level.  The  sur- 
vey indicated  that  only  7  percent  of  facili- 
ties currently  use  CPOE.  8  percent  have  ro- 
botic drug  distribution  systems,  and  only  1 .5 
percent  use  bar  code  technology  at  the 
patient's  bedside.  Bar  code  technology  is 
used  in  10  percent  of  facilities  to  verify 
doses  before  dispensing. 

However,  the  survey  reported  that  58 
percent  of  the  facilities  use  automated  dis- 
pensing devices  in  patient  care  areas.  Phar- 
macists must  approve  the  medication  orders 
before  nurses  have  access  to  medications  in 
these  devices  in  70  percent  of  these  facili- 
ties. Utilizing  "smart"  infusion  pumps  with 
safety  software  can  detect  and  prevent  in- 
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correct  user  programming,  w  hich  may  lead 
to  infusion  errors  and  patient  harm. 

In  an  ASHP  survey  in  May  2002.  69 
percent  of  patients  stated  that  their  top  con- 
cern during  hospitalization  was  being  given 
the  wrong  medication.  Sixty-seven  percent 
of  patients  expressed  great  concern  about 
the  potential  for  harmful  side  effects  of  tak- 
ing medication.  Fortunately.  75  percent  of 
the  same  patients  stated  that  talking  with  a 
pharmacist  would  help  address  their  con- 
cerns about  medication  use.  Pharmacists 
must  seize  the  opportunity  to  talk  with  pa- 
tients to  fill  this  need  and  demonstrate  their 
value.  Adding  a  pharmacist  to  the  round- 
ing team  has  been  shown  to  reduce  medica- 
tion errors. 

Pharmacists  should  examine  their  own 
practice  sites  to  determine  if  everything  pos- 
sible is  being  done  to  reduce  medication 
errors.  A  basic  definition  of  an  error,  which 
may  also  be  applied  to  medication  error,  is 
the  failure  of  a  planned  action  to  be  com- 
pleted as  intended  (e.g..  error  of  execution! 
or  the  use  of  a  wrong  plan  to  achieve  an 
aim  (e.g..  error  of  planning).  Programs  can 
be  designed  to  report  and  investigate  "near 
misses"  or  "close  call"  events  in  which  no 
patient  harm  results,  but  a  system  failure 
occurs.  Root  cause  analysis  of  these  events 
may  lead  to  improvements  before  a  harm- 
ful error  occurs. 

The  primary  purpose  of  reporting  medi- 
cation errors  is  to  determine  what  process 
or  system  failure  has  occurred,  why  it  oc- 
curred, and  how  can  it  be  prevented.  We 
know  that  not  all  errors  are  reported,  but 
employees  should  be  encouraged  to  report 
so  it  can  be  determined  if  progress  is  being 
made  through  corrective  actions.  Reasons 
given  for  not  reporting  errors  include  being 
too  busy,  fear  of  punishment,  no  perceived 
benefit  and  lack  of  feedback. 

Pharmacists  and  employers  should 
implement  a  quality  assurance  program  to 
report  medication  errors,  identify  system 
problems,  implement  changes  to  prevent  re- 
currence and  monitor  the  actions  taken  for 
outcomes.  Principles  identified  for  success- 
ful programs  include: 

1.  Employees  are  encouraged  to  re- 
port all  medication  errors.  Informa- 
tion about  problems  is  necessary  to  finding 


solutions  and  learning  to  avoid  the  same  er- 
rors. 

2.  Employees  do  not  fear  reporting 
their  own  errors.  Employee  confidence 
that  their  manager  prefers  to  correct  faulty 
systems  instead  of  getting  rid  of  employees 
is  needed.  This  has  been  expressed  as 
"What  would  it  take  to  get  you  to  confess?" 
Aim  to  fix  the  problem  rather  than  to  fix 
the  blame. 

3.  Communication  back  to  employ- 
ees. It  has  been  suggested  that  rewards 
are  needed  to  get  participation.  Employee 
satisfaction  in  know  ing  that  the  information 
will  be  used  to  make  improvements  to  pre- 
vent recurrence  of  the  error  may  be  enough 
reward.  Actions  and  feedback  to  employ- 
ees are  evidence  that  the  reports  have  value. 

4.  Corrective  actions  are  primarily 
system  improvements.  Most  medica- 
tion errors  are  the  result  of  system  or  pro- 
cess problems.  System  problems  combined 
with  distractions,  heavy  workload,  interrup- 
tions and  other  factors  set  people  up  to  fail. 

5.  Patients  are  told  when  medication 
errors  occur.  The  literature  suggests  that 
patients  are  less  likely  to  sue  if  they  are  told 
about  mistakes  honestly  with  appropriate 
apologies  and  regrets  for  the  error  and  are 
told  that  changes  have  been  made  to  pre- 
vent recurrence.  JCAHO  requires  hospitals 
to  inform  patients  about  the  outcomes  of  the 
care  provided,  including  unanticipated  out- 
comes. 

Problems  and  Solutions 

Pharmacists  can  learn  from  medication 
errors  by  sharing  their  experiences  and  re- 
viewing the  actions  and  improvements  that 
resulted  from  a  root  cause  analysis  and  ef- 
forts taken  to  avoid  a  recurrence  of  the  er- 
ror. The  following  problems  and  actions 
may  be  helpful  for  your  pharmacy  practice. 

1.  Wrong  drug  dispensed.  This  error 
usually  ranks  at  the  top  of  pharmacy  prob- 
lems reported  for  patient  harm  and  found 
by  reviews  of  claims  studies  by  insurance 
companies.  Correct  drug  is  one  of  the  six 


"rights"  nl'  medication  use.  which  include 
right  patient,  drug.  dose,  route,  time  and 
outcome. 
Solutions: 

( 1 )  The  Institute  of  Safe  Medication  Prac- 
tices (ISMP)  recommends  that  practitioners 
read  the  medication  label  at  least  three  times, 
such  as  (a)  when  selecting,  (b)  just  before 
measuring,  counting  or  recording  informa- 
tion and  (c)  when  returning  the  container  or 
completing  the  task. 

(2)  Separate  look-alike  and  sound-alike 
medications  on  the  shelf. 

1 3 )  Discuss  and  post  name  confusion  errors 
from  the  literature  or  your  own  data. 

(4)  Keep  the  prescription  and  medication 
together  during  the  tilling  and  checking  pro- 
cesses. 

(5)  Perform  checks  against  the  stock  drug 
container  and  contents  of  the  prescription 
container,  instead  of  the  lot  number  or  re- 
corded information. 

(6)  Use  tall  letter  technology  to  make  dis- 
tinguishing signs  and  labels. 

(7)  Clarify  unclear  prescriptions. 

(8)  Request  that  prescribers  write  the  indi- 
cation for  the  medication  on  the  order  or 
prescription. 

(9)  Include  two  independent  checks  before 
dispensing. 

(10)  Counsel  the  patient  using  open  ques- 
tions which  require  patient  feedback,  such 
as  (a)  "What  did  the  doctor  tell  you  this 
medication  is  for?".  ( b  I  "How  did  your  doc- 
tor tell  you  to  take  this  medication?"  (cl 
"What  did  your  doctor  tell  you  to  expect?" 
The  North  Carolina  Board  of  Pharmacy  re- 
ports that  all  medication  errors  involving 
patient  injury  that  they  investigated  could 
have  been  detected  and  prevented  if  patient 
counseling  had  occurred. 

(11)  Take  the  prescription  out  of  the  bag 
during  pick-up.  Recent  information  from 
an  insurance  company  found  that  8  percent 
of  prescription  errors  in  outpatient  settings 
were  the  result  of  placing  the  prescription 
container  in  the  wrong  patient's  bag.  When 
counseling  patients,  take  the  prescription 
container  out  of  the  pick-up  bag,  read  the 
patient's  name  from  the  label  and  counsel 
the  patient  while  reviewing  the  information 
on  the  label. 

2.  Dose  or  strength  errors. 

This  error  usually  ranks  second  in  reported 

pharmacy  errors  with  patient  harm. 

Solutions: 

(1)  Read  the  label  three  times  as  recom- 


mended b>  ISMP. 

(2)  Keep  drug  container  with  the  prescrip- 
tion or  order  during  preparation  and  check- 
ing processes. 

(3)  Recommend  that  prescribers  lease  a 
space  between  the  drug  name  and  the  dose. 

(4)  Request  that  prescribers  write  the  indi- 
cation for  the  medication  on  the  order  or 
prescription. 

(5)  Remove  lines  from  pharmacy  NCR  or 
carbon  copies  of  order  forms. 

(6)  Beware  of  misplaced  decimals  or  un- 
clear decimals  and  clarify  the  order  with  the 
prescriber  if  in  doubt. 

(7)  Teach  prescribers  to  use  a  zero  before  a 
decimal,  but  never  to  place  a  zero  after  a 
decimal. 

(8)  Teach  prescribers  to  write  out  "units" 
instead  of  "u"  and  to  write  out  words  for 
instructions  or  units  of  measure,  rather  than 
use  abbreviations. 

(9)  Request  prescribers  to  write  the  dosing 
parameter  in  the  order  (mg/kg  or  mg/M2), 
especially  for  pediatric,  chemotherapy  or 
other  high  alert  medications. 

(10)  Check  the  dose  for  patient's  age  and 
weight. 

(11)  Provide  ready  access  to  dosing  refer- 
ences and  calculators. 

(12)  Dispense  medications  in  pre-measured. 
ready-to-use  form  whenever  possible. 

(13)  Require  independent  dose  check  by 
second  caregiver  prior  to  administration  of 
high  alert  medications. 

( 14)  Teach  prescribers  to  avoid  writing  liq- 
uid doses  with  volume  alone,  but  to  include 
the  dosage  strength  or  concentration. 

(15)  Counsel  patients  to  use  appropriate 
measuring  devices. 

(16)  Use  computer  software  to  check  doses 
during  order  processing. 

(17)  Utilize  software  technology  for  infu- 
sion devices  to  check  doses  against  patient 
parameters  and  best  practice  standards. 

3. Verbal  orders  and  prescriptions. 
Solutions: 

( 1 )  Implement  a  policy  that  the  verbal  or- 
der will  be  repeated  back  to  the  prescriber 
or  caller  to  be  sure  that  the  information  is 
recorded  correctly. 

(2)  Designate  who  is  approved  to  take  ver- 
bal orders. 

(3)  Limit  verbal  orders  to  emergency  situa- 
tions only. 

(4)  If  the  prescription  is  a  recording  but  is 
unclear  or  incomplete,  contact  the  prescriber 
to  clarify. 


4.  Omission  errors. 

Patient  compliance  is  often  cited  as  a  seri- 
ous medication  use  problem.   Studies  have 

reported  that  50  percent  of  patients  do  not 

take  medications  as  prescribed  or  fail  to  fill 
prescriptions.  Inaccurate  patient  profiles  in 
pharmacies  and  doctor's  offices  may  lead 
to  untreated  medical  conditions.  Missed 
medications  or  missed  doses  of  critical 
medications  may  result  in  patient  harm  and 
extended  length  of  stay  in  hospitals. 

Solutions: 

In  the  community  setting, 

( 1 )  Monitor  the  patient's  refills  to  determine 
compliance  with  the  treatment  regimen  and 
notif)  the  physician  when  the  patient  can- 
not explain  discrepancies. 

(2)  Keep  the  patient's  medication  and  diag- 
nosis profile  up  to  date. 

(3)  Encourage  patients  to  participate  in 
brown  bag  programs  and  to  bring  all  their 
prescription  containers  with  them  for  coun- 
seling. 

(4)  Monitor  the  patient  for  desired  medica- 
tion outcomes  and  evidence  of  adverse  pa- 
tient effects. 

(5)  Educate  the  patient  about  medications 
and  the  important  role  of  medication  in  their 
therapy. 

(6)  Form  a  professional  relationship  with  the 
primary  provider  by  good  feedback  about 
patient  outcomes. 

In  the  institutional  setting, 

( 1 )  Be  sure  that  pharmacy  receives  a  copy 
of  all  patient  orders. 

(2)  Pharmacist  reviews  all  orders. 

(3)  Preferably  two  pharmacy  employees 
review  and  check  all  transcriptions  or  com- 
puter entry  to  the  patient's  profile. 

(4)  Nursing  performs  an  independent  chart 
check  and  reconciliation  of  the  Medication 
Administration  Record  (MAR). 

(5)  Encourage  all  rounding  teams  and  phar- 
macists to  check  the  MAR  daily  as  part  of 
patient  rounds  and  clinical  monitoring  to 
determine  if  the  patient  is  receiving  medi- 
cations as  ordered 

(6)  Develop  a  systematic  review  of  critical 
medications,  including  medications  ordered 
for  one  time  dose  that  may  never  print  on 
the  MAR. 

(7)  Confirm  dose  administration  on  the 
MAR  and  monitor  any  returned  doses  for 
explanation. 

(8)  Communicate  directly  to  the  care  nurse 
when  unusual  or  critical  medications  are 
ordered.  {continued  on  page  18) 
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(9)  Encourage  all  clinicians  to  read  all  the 
patient's  progress  notes  as  part  of  prepara- 
tion for  rounding  or  for  monitoring  for  ex- 
pected clinical  outcomes  or  evidence  of 
adverse  patient  effects  of  medications. 

(10)  Educate  patients  about  their  medica- 
tions. 

5.  Cancer  Chemotherapy  errors. 

These  are  reported  primarily  from  hospi- 
tals and  mixing  centers. 
Solutions: 

( 1 )  Do  not  accept  verbal  orders  or  prescrip- 
tions. 

(2)  All  orders  are  written  with  the  generic 
drug  name  and  no  abbreviations  or  acro- 
nyms are  accepted. 

(3)  All  orders  include  the  dosing  param- 
eter and  treatment  plan  or  protocol  infor- 
mation. 

(4)  All  doses  are  recalculated  independently 
by  pharmacist  to  check  the  prescriber's 
dose  and  checked  against  literature  or 
appropriate  references. 

(5)  Cancer  chemotherapy  prescribers  have 
prior  approval  by  the  hospital's  P&TCom- 
mittee. 

(6)  All  chemotherapy  orders  are  written  on 
standard  order  form. 

(7)  Two  pharmacy  employees  check  the 
drug  preparation  and  labeling. 

(8)  Look-alike  drug  names  and  product 
containers  are  separated  and  identified. 

(9)  Maximum  chemotherapy  doses  are  part 
of  the  educational  process  for  all  clinicians. 

(10)  Computer  software  is  used  to  check 
doses,  routes,  and  other  factors. 

(11)  Before  administration,  two  persons 
check  the  drug  order  and  chemotherapy 
preparation. 

(12)  Utilize  every  medication  safety  and 
educational  tool  to  ensure  that  no  devia- 
tions from  policy  or  treatment  regimens 
occur  that  add  risk  to  patient  care. 

6. 1.V.  Medication  concentration 

errors. 

Solutions: 

(1)  Standardize  drug  concentrations  for 
high  alert  medications. 

(2)  Communicate  the  standard  to  all  prac- 
titioners. 

(3)  Assure  that  all  staff  members  are  com- 
petent with  the  standard. 

(4)  Require  special  concentrations  (not 
standard)  to  be  written  clearly. 

(5)  Require  all  standard  concentrations  to 
be  consistent  with  computers,  infusion  de- 
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vices  and  MAR  information. 

7.  Allergy  to  medication. 
Solutions: 

( 1 )  Do  not  dispense  medications  before  the 
patient's  allergy  information  is  known. 

(2)  Program  automatic  dispensing  devices 
to  check  patient's  allergy  information  be- 
fore dispensing. 

(3 )  Clarify  unclear  allergy  information  with 
the  prescriber  or  patient  before  dispensing. 

(4)  Delineate  the  type  and  severity  of  the 
reaction  to  the  medication. 

8.  Incomplete  patient  information. 
Solutions: 

( 1 )  Do  not  dispense  medications  when  not 
enough  patient  information  is  available  for 
appropriate  medication  safety  checks,  ex- 
cept in  emergent  situations. 

(2)  Clarify  the  information  with  the  pre- 
scriber. 

(3)  Require  at  least  two  patient  identifiers 
before  medication  order  processing  or  ad- 
ministration. 

(4)  Implement  a  policy  for  required  ele- 
ments of  a  medication  order. 

(5)  Request  all  prescribers  to  include  the 
indication  on  medication  orders  and  pre- 
scriptions. 

9.  Errors  with  high  alert  medications. 
Solutions: 

( 1 )  Use  standard  order  forms  for  prescrib- 
ing high  alert  and  critical  medications 
which  require  careful  dosing  and  monitor- 
ing to  achieve  desired  clinical  outcomes, 
such  as  Insulin,  Heparin  and  other  antico- 
agulants, TPN,  PCA,  Chemotherapy,  trans- 
plant and  other  specialized  therapies. 

(2)  Build  computerized  protocols  to  match 
the  order  forms. 

(3)  Educate  the  clinical  team. 

(4)  Monitor  compliance  with  the  usage 
guidelines. 

(5 )  Remove  concentrated  medications  from 
floor  stock  and  automatic  dispensing  de- 
vices. 

10.  Communication  problems. 
Solutions: 

( 1 )  There  is  no  substitute  for  good  commu- 
nication between  members  of  the  health- 
care team  and  the  patient.  Everyone  must 
understand  the  treatment  plan  and  goals. 

(2)  Find  the  time  to  monitor  patient  out- 
comes. 

(3)  Document  all  order  changes  and  clari- 


fications. 

(4)  Communicate  with  the  prescriber  when 
therapeutic  goals  are  not  being  achieved  or 
when  adverse  medication  effects  may  de- 
crease the  patient's  quality  of  life. 

All  pharmacists  should  have  a  goal  of 
no  medication  errors,  but  it  may  be  unreal- 
istic to  achieve  this  goal  in  complex  and 
high  volume  pharmacy  environments. 
However,  reducing  medication  errors  to  the 
lowest  level  remains  an  ongoing  challenge 
to  our  profession.  ♦ 

About  the  Author... 

William  L  Harris,  RPh.  MS.  Clinical  Pharmacist 
Medication  Safety  and  Quality  Improvement, 
Pharmacy  Department,  Duke  University  Health 
System.  He  can  be  reached  via  e-mail  at 
harri034@mc.duke.edu 
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Building  Maintenance  Endowment  Fund  Established 


Olin  Welsh  was  put  to  work  recently  when  he 
visited  NCAP.  When  he  saw  thai  our  doors  were  not 
closing  securely  he  decided  he  could  fix  them  and  he 
did.  We  all  do  not  have  the  skill  or  the  time  to  do  tins 
but  the  building  does  need  some  refurbishing.  That 
costs  money  which  NCAP  does  not  have  so  we  are 
counting  on  our  friends  for  help.  The  decision  not  to 
sell  the  building  was  made  when  we  were  told  by 
many  members  that  if  we  did  not  sell  the  building 
they  would  give  to  an  endowed  fund  to  maintain  the 
building.  To  keep  the  building,  and  ensure  donors  that 
the  building  is  secure,  the  building  will  be  gifted  to 
the  association's  Endowment  Fund  to  operate  and 
maintain  the  property.  Now  we  need  pharmacists  to 
support  this  decision  through  donations. 
Gifts  are  tax  deductible.  Check  should  be  made 
payable  to  NCAP  Kndowment  Fund  and  sent  to 
109  Church  Street,  Chapel  Hill,  NC  27516. 

Members  who  contribute  $1 .000.00  or  more  will 
become  members  of  the  Century  Club.  Other  levels 
of  gifts  will  be  recognized  as  well.  Our  home  for 
North  Carolina  pharmacy  can  be  refurbished  if 
everyone  does  their  part.  President  Jack  Watts  will  be 
creating  a  fund-raising  committee  to  help  establish 
the  Building  Maintenance  Endowment  Fund.  There  is 
no  need  to  wait,  we  will  take  your  money  now.  Give 
now  and  prove  those  skeptics  wrong  who  said 
pharmacists  would  not  support  this  effort. 


During  a  recent  visit  to  NCAP,  pharmacist  Olin  Welsh  of  Lumberton 
made  some  much  needed  repairs  to  the  doors  in  our  building. 


Leasing 
Options 
Available 


f)  DISPLAY  Options,  Inc. 

Pharmacy  and  Compound  Laboratory,  from  Design  through  Installation. 

North  Carolina's  only  authorized  stocking  master  distributor  for  Lozier  store  and 

pharmacy  fixtures.  Dedicated  wood  and  high  pressure  laminate  shop.  Our  award 

winning  customer  service  defines  how  hard  we  work  to  earn  your  business. 

Let  us  show  you  what  we  can  do. 

Call  us  at:  1-800-321-4344  •  Fax:  800-321-9008   •   www.displayoptions.com 

Craig  Ashton     ~  Over  25  Years  Experience  ~      Ben  Mann 


3555  Tryclan  Drive 

Charlotte,  North  Carolina  28217 

Local:  704-525-5300 

We  stock  thousands  of  fixture  items. 
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Why  would 

pharmacists  insure 

with  anyone  else? 


Call  Pharmacists  Mutual  Companies 

today  at  800-247-5930 

Pharmacists 

Mutual  *  Companies 

For  more  than  90  years,  insurance  created  by  the  people  who  use  it. 

One  Pharmacists  Way,  Hwy.  18  West 

P.O.  Box  370 

Algona,  I A  50511-0370 

www.phmic.com 

Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National  Insurance  Corporation 
Pro  Advantage  Services.  Inc. 
PMC  Quality  Commitment.  Inc. 

Pharmacists  Mutual  is  endorsed  by 

the  North  Carolina  Association  of  Pharmacists 

(compensated  endorsement). 

Ron  Stoll,  LUTCF 
Summerfield,  NC  27358 
800-247-5930  ext.1 37 
ron_stoll@phmic.com 
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STUDENT    VIEWS 


What  do  You  Know  About  NCAP? 


by  Nadia  Ahmed 


As  bright-eyed  students  enter  the 
profession  of  pharmacy,  it  is  only  a  matter 
of  time  before  their  Utopian  bubble  i-. 
popped.  This  shattering  of  illusion  comes 
when  it  is  realized  that  pharmacy  is  not 
always  black  and  white  as  they  teach  in 
school.  New  graduates  enter  into  a  world 
where  third-parties  and  politicians  reign, 
and  w  here  there  is  a  constant  fight  to  keep 
the  profession  of 
pharmacy  at  its 
highest  standard  of 
care.  They  are  also 
entering  into  a 
world  where  the 
pharmacists  have 
begun  to  assume 
more  and  more 
responsibility  for 
clinical  duties  and 
where  reimbursements  are  not  easy  to 
come  by.  In  a  world  where  executives  in 
offices  are  making  decisions  that  affect 
the  profession  of  pharmacy,  pharmacists, 
and  the  patients,  there  is  an  immense  need 
for  the  profession  to  have  a  united  front  to 
fight  for  their  rights. 

In  North  Carolina,  pharmacy  is 
fortunate  to  have  a  united  front  in  the 
form  of  the  North  Carolina  Association 
of  Pharmacists  (NCAP).  NCAP  is  an 
organization  that  "exists  to  unite,  serve 
and  advance  the  profession  of  pharmacy 
for  the  benefit  of  society."  One  of  the 
main  objectives  of  the  organization  is  "'To 
strengthen  relationships  among  pharmacy 
students,  pharmacy  practitioners,  and 
other  health  professionals."  NCAP  has 
realized  that  the  new  graduates  and  young 
practitioners  are  going  to  bring  pharmacy 
into  the  next  century.  The  vitality  and 
enthusiasm  of  this  group  is  what  is  needed 
to  represent  the  profession  with  "one 
voice,  one  vision." 

Unfortunately,  since  the  conception  of 
NCAP  in  2000,  the  organization  has  not 
seen  an  interest  from  the  students  and  new 
graduates.  This  ambivalence  is  a  cause  of 
concern  in  that  these  groups  are  the  future 
of  pharmacy.  One  cannot  fight  the 
insurance  companies  and  corporate  heads 
alone.  An  informal  survey  was  conducted 
among  the  students  at  Campbell  Univer- 


sity School  of  Pharmacy  and  UNC-CH 
School  of  Pharmacy  to  try  and  understand 
why  the  students  are  not  taking  advantage 
of  all  the  benefits  and  services  that  are 
offered  through  membership  with  NCAP. 
Benefits  and  services  such  as  educational 
programming,  legal  and  public  affairs 
assistance,  communication,  networking, 
information  retrieval  both  locally  and 
nationally,  and  various  other  services  vital 
to  short-  and  long-term  career  develop- 
ment should  be  utilized. 

Questions  that  were  posed  to  the 
students  were  questions  such  as  "Are  you 
familiar  w  it li  the  benefits  and  sen  ices  of 
NCAP  and  what  do  you  know  about  the 
organization?  What  services  would  you 
like  NCAP  to  offer  to  new  graduates  and 
would  you  consider  joining  NCAP  after 
graduation?"  The  overall  response  to  the 
questions  were  interesting.  There  are 
some  students  who  are  engaged  in  very 
present-day  /short-term  thinking  with 
regards  to  their  career.  Their  attitude  was 
generally  that  of  "What  can  NCAP  do  for 
me  now?"  This  attitude  existed  in  a  small 
portion  of  the  students  surveyed. 

The  attitude  that  existed  in  the  majority 
of  the  students  surveyed  seems  promising 
for  the  future  of  student  participation  in 
NCAP.  Most  of  the  students  identified 
their  lack  of  knowledge  about  NCAP's 
benefits  and  services  as  their  reason  for 
not  joining.  Once  the  benefits  and 
services  were  explained  to  the  students, 
the  majority  of  them  said  that  they  would 
seriously  consider  joining  NCAP  upon 
graduation.  Students  also  felt  that  being 


informed  about  new  legislation  that 
affects  the  profession  is  an  important 
member  benefit. 

Besides  E-news.  journals,  etc.,  how 
can  NCAP  increase  the  awareness  of  the 
organization  so  that  the  students  can 
adequately  take  advantage  of  the  benefits 
and  services  offered?  A  good  way  is  to 
target  and  follow  up  with  the  students 
during  their  last  two  years  of  school  to 
keep  the  organization  up  front  and  present 
in  their  minds  as  they  prepare  to  graduate 
and  enter  into  the  professional  world. 
This  can  be  achieved  by  following  what 
the  chain  drug  stores  and  pharmaceutical 
companies  do  to  woo  students.  Go 
directly  to  the  schools  and  educate  the 
students  on  the  benefits  of  an  NCAP 
membership.  Another  important  step 
would  be  to  target  young  practitioners 
who  are  already  in  the  workforce  and  ask 
them  to  share  their  ideas  on  how  to 
improve  the  profession  for  the  good  of  all. 
The  young  practitioners  are  in  a  position 
where  enthusiasm  and  creativeness  are 
still  alive  and  well. 

Overall,  students  showed  willingness 
to  join  NCAP  upon  graduation  after 
learning  about  what  NCAP  could  offer 
them  and  the  long-term  benefits  that  they 
could  reap  for  their  career.  It  is  now  in 
NCAP's  hands  to  aggressively  and 
effectively  market  themselves  to  the 
profession  of  pharmacy.  •> 

About  the  Author... 

Nadia  Ahmed  is  a  P-4  student  at  Campbell 
University  School  of  Pharmacy.  She  can  be 
reached  at  nad_sul@hotmail.com 


UNC-CH  External  Doctor  of  Pharmacy  Program  Anticipates 
Admitting  Final  Class  in  Fall  2003 

The  External  Doctor  of  Pharmacy  Program  was  designed  to  meet  the  needs  of  practicing  phar- 
macists, and  to  continue  operating  as  long  as  sufficient  interest  remained  to  sustain  the  Program. 
Our  original  estimate  was  for  a  10-year  period  of  operation.  In  reviewing  our  recent  application 
and  enrollment  trends,  it  appears  this  estimate  is  correct.  Therefore,  we  anticipate  admitting  our 
final  class  in  Fall  2003.  Applications  will  be  available  in  January  2003.  The  application  period  will 
be  from  February  1  through  May  1  for  the  Fall  2003  Semester.  To  request  a  brochure  or  applica- 
tion, please  contact  Cathy  Hardee:  phone:  800/257-3561  or  919/962-5000;  fax:  919/843-9255; 
e-mail:  cathy_hardee@unc.edu.  Additional  information  about  the  External  PharmD  Program  is 
available  at:  www.pharmacy.unc.edu/pharmacy/programs/externalPD/index.html. 

Pamela  Joyner.  EdD,  MS,  Associate  Dean  for  Professional  Education.  UNC-CH  School  of 
Pharmacy,  Beard  Hall  -  CB  #7360,  Chapel  Hill,  NC  27599-7360 
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•  Small  Doses 


UNC  Faculty  Attends 
Nonprescription  Medicines 
Academy  Conference 

UNC  Faculty  member  Stefanie 
Ferreri.  PharmD,  was  selected  to  partici- 
pate in  the  Nonprescription  Medicines 
Academy  Conference  for  faculty  who 
provide  instruction  on  nonprescription 
medicines.  The  goal  of  the  annual 
conference  is  to  support  a  learning 
environment  and  networking  opportunity 
for  faculty,  stimulate  new  teaching 
methodologies,  and  promote  research 
concepts  in  the  nonprescription  arena.  As 
a  condition  of  selection,  each  faculty 
member  is  expected  to  provide  a  poster 
on  an  instructional,  project,  or  research 
initiative  in  the  area  of  nonprescription 
medicines.  Stefanie  presented  a  poster 
entitled.  "Integrating  the  Pharmacy- 
Based  Immunization  Delivery  Certificate 
Program  into  the  Pharmacy  Curriculum." 

PMC  Quality 
Committment, 
j  Appoints  New 
Dir.  of  Sales  & 
Marketing 

PMC  Quality 
Commitment.  Inc..  a 
subsidiary  of  Pharma- 
cists Mutual  Insurance  Company, 
introduces  James  (Randy)  Farmer  as 
Director  of  Sales  and  Marketing.  Randy 
is  a  native  of  Indianapolis.  Indiana  and  a 
graduate  of  Old  Dominion  University  in 
Norfolk.  Virginia  where  he  earned  his 
Bachelor  of  Science  degree  in  Microbiol- 
ogy/Biochemistry. Randy  has  held 
several  positions  over  the  past  decade 
including.  Group  Market  Manager  for 
Medi-Span.  Inc..  Regional  Sales  Man- 
ager. Clinical  Division  for  +MEDIC 
Computer  Systems.  Inc..  Director,  Sales 
&  Marketing  for  Denvu  LLC,  and  most 
recently  as  National  Sales  Manager  for 
Facts  &  Comparisons.  Randy  can  be 
reached  at  314-997-7979  or  800-247- 
5930,  ext.  321.  or  by  e-mail  at 
randy.farmerd1  phmic.com. 

PMC  Quality  Commitment,  Inc.  was 
founded  in  2000  to  market  and  deliver 
consulting  and  training  services  for 
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pharmacy  quality  improvement  including 
the  "Pharmacy  Quality  Commitment 
Sentinel  SystemSM."  PMC  Quality 
Commitment.  Inc.  offers  various  levels  of 
service  that  include  reviewing  pharmacy 
practice  workflows,  recommending 
improved  workflows,  writing  policy  and 
procedures  manuals,  training  pharmacists 
in  quality  assurance  and  monitoring  the 
results  for  constant  improvement.  All  of 
these  services  are  aimed  at  identifying 
and  reducing  errors  in  the  practice  of 
pharmacy.  You  can  learn  more  about 
PMC  Quality  Commitment.  Inc.  by 
visiting  www.pmcqc.com. 

UNC  Students  Share  Top 
Prize  in  ASHP  Competition 

Jennifer  Askew  and  Stephanie  Wrenn 
of  the  University  of  North  Carolina- 
Chapel  Hill  and  Brianna  Hoffman  and 
Teresa  Mathwig  from  South  Dakota  State 
University  were  the  winning  teams  in  the 
American  Society  of  Health-System 
Pharmacists'  (ASHP)  seventh  annual 
National  Clinical  Skills  Competition. 
December  8.  2002.  in  Atlanta.  An- 
nouncement of  the  winning  teams  capped 
off  a  full-day  of  programming  for  the 
more  than  2.500  pharmacy  students  in 
attendance. 

Sixty-nine  teams  who  won  prelimi- 
nary competitions  at  their  local  pharmacy 
schools  participated  in  the  activity.  The 
competition,  which  was  sponsored  by 
Pfizer  U.S.  Pharmaceuticals  Group, 
offered  students  the  opportunity  to 
analyze  actual  patient  cases,  demonstrate 
their  skills  in  assessing  a  patient's 
medical  history,  identify  drug  therapy 
problems  and  treatment  goals,  and 
recommend  a  pharmacist's  care  plan. 

Duke  Team  Wins  PTCBAward 

Melissa  King,  RPh,  Diane  L.  Snyder, 
CPhT  and  Wendy  A.  Rycek,  CPhT.  of 
Duke  University  Hospital  were  one  of 
three  winning  teams  of  the  2002  Innova- 
tions in  Pharmaceutical  Care  Awards.  The 
Pharmacy  Technician  Certification  Board 
announced  the  winners  at  the  ASHP 
Midyear  Clinical  Meeting  in  Atlanta  on 
December  1 1.  By  using  wit  and  wisdom 
and  combining  humor  with  eduction  to 
address  medication  safety,  the  team 


identified  several  medication  safety 
issues  by  adding  a  new  twist  to  the  use  of 
memorandums  and  notices  in  the  hospital 
setting.  The  team  received  a  cash  award 
of  $  1 ,000  and  a  framed  certificate. 

Moore  Appointed  at  UNC's 
School  of  Public  Health 

Pharmacist  Steven  Moore,  MPH,  has 
been  appointed  to  serve  as  a  consultant  in 
pharmacy  preparedness  for  the  North 
Carolina  Center  for  Public  Health 
Preparedness  at  UNC's  School  of  Public 
Health.  He  works  for  Student  Health 
Services  at  North  Carolina  Central 
University  in  Durham. 

NC  Pharmacist  Earns  CGP 

Jane  S.  Thompson,  RPh.  FASCP,  CGP, 

of  Winston-Salem,  NC,  has  been  accred- 
ited as  a  Certified  Geriatric  Pharmacist 
by  the  Commission  for  Certification  in 
Geriatric  Pharmacy.  One  hundred  forty- 
one  U.S.  and  Austrialian  pharmacists  sat 
for  the  exam,  of  which  123  candidates 
earned  a  passing  score. 

Medicap  Pharmacy  Opens 
New  Store  in  Wallace,  NC 

The  Grand  Opening  and  ribbon 
cutting  ceremony  for  the  new  Medicap 
Pharmacy  in  Wallace.  NC  was  terrific 
according  to  NCAP  member  Brad 
Amrhein,  RPh.  Managers  of  Operations 
Services.  Over  30  people  attended 
including  the  Mayor.  County  Commis- 
sioner. Chamber  of  Commerce  members 
and  others.  ♦ 


Calendar 


February  25:  Pharmacy  Day  in  the 
Legislature,  5:30  to  7:00  pm,  North 
Carolina  Museum  of  History.  Raleigh.  Take 
this  opportunity  to  talk  with  your  Legislators 
about  important  pharmacy  issues.  For  more 
information  call  91 9.967.2237  or  visit  the 
NCAP  Web  site  at  www.ncpharmacists.org 

April  8-9,  2003:  NCAP  Acute  Care  Forum 
Meeting,  Sheraton  Four  Seasons,  Greens- 
boro, NC.  For  more  information  call 
919.967.2237  visit  the  NCAP  Web  site  at 
www.ncpharmacists.org 


Q_rs     You  can  now  purchase  Pharmacy  Technician 
^5K  Continuing  Education  Workbooks  through  the 
ZH      North  Carolina  Association  of  Pharmacists! 

Each  of  the  three  workbooks  contain  10  hours  of  continuing  education  for 

pharmacy  technicians.  NCAP  has  priced  these  books  to  facilitate  sharing  among 

technicians.  Pharmacy  Managers,  you  can  take  advantage  of  this  inexpensive  way  to 

support  your  certified  technicians'  CE  needs  by  purchasing  all  three  volumes. 

Volume  I  (exp.  7/31/03)  articles  include: 

•  Effective  Communication  Skills  for  Pharmacy  Technicians 

•  AsepticTechnique 

•  Pharmacy  Technicians:What  Liability  Exists  Under  North  Carolina  Law 

•  Diabetes  Mellitus  Overview 

•  Calculations 

Volume  2  (exp.  1/3  1/04)  articles  include: 

•  An  Overview  of  the  Prescription  Drug  Marketing  Act 

•  Hypertension 

•  Medication  Error  Overview 

•  Osteoporosis 

•  Attention  Deficit  Disorder 

•  Health  Consequences  of  Smoking  and  the  Treatment  Options  for  Cessation 
Volume  3  (exp.  1/31/05)  articles  include: 

•  An  Update  on  Osteoarthritis  and  Rheumatoid  Arthritis 

•  Fibromyalgia 

•  Code  of  Federal  Regulations  -A  Review  of  Selected  Regulations 

•  Hyperlipidemia  Update 

•  Migraine  Treatment  Options 

•  Influenza  Diagnosis  and  Management 

Workbooks  are  $30.00  each.There  is  a  $10.00  charge  for  each  test  graded. 
One  retake  is  allowed  for  a  $6  charge. 

I  would  like  to  purchase:    □  Volume  1(10  hrs.  CE)         $30.00 

3  Volume  2(10  hrs.  CE)         $30.00 
D  Volume  3(10  hrs.  CE)         $30.00 


Total:  $_ 


Name 


Address 


Phone/e-mail_ 


□  Check  enclosed   "1  Visa/Mastercard       Card  # Exp.  Date 

Signature Date 

Please  mail  this  order  form,  along  with  your  check  or  credit  card  number  to: 

NCAP,  Attn:  Tech  CE  Workbooks,  109  Church  Street,  Chapel  Hill,  NC   27516 

or  fax  with  your  credit  card  number  to:  9 1  9-968-9430 
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Computer  Systems,  Inc. 


THE  ONLY  INDEPENDENTLY  OWNED 

PHARMACY  SOFTWARE  COMPANY  IN 

NORTH  CAROLINA 

IS  NOW  THE  FASTEST  GROWING  PHARMACY 

SOFTWARE  SUPPLIER  IN  THE  SOUTH. 

>*  60  pharmacies  converted  to  VIP  in  2001. 
>-  Over  40  pharmacies  converted  to  VIP  in  2002  so  far. 

Economical  conversions  available  for 
Liberty,  QS1,  CRX,  RNA  &  others. 

NCPDP  5.1  Certified 

138  N.  Churton  Street 

Hillsborough,  NC  27278 
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BIOTERRORISM 


Are  You  Prepared? 


MUTUAL  DRUG 

Established  by  Pharmacists  in  1952, 

Mutual  Drug  has  been  serving 
the  needs  of  independent  pharmacies 

for  50  years. 

We  are  able  to  focus  all  of  our  attention  on  providing  the  best  programs 

and  services  for  THE  INDEPENDENT. 

As  always,  regardless  of  volume.  Mutual  Drug  treats  every  store  equally 

in  terms  of  price  and  service.  Today,  it  is  easier  than  ever  to  become  a 

Mutual  member/owner. 

For  more  information  on  joining  Mutual  Drug,  please  call 

1-800-800-8551 

North  Carolina  Mutual  Wholesale  Drug  Company  •  816  Ellis  Road-  PO  Box  411-  Durham,  NC  27702  •  (919)  596-2151  •  www.mutualdrug.com 
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Making  the  NCAP 
Vision  a  Reality 


As  I  complete  my  second  year 
serving  NCAP  I  want  to  celebrate 
what  is  right  about  North  Carolina 
pharmacy.  My  professional  career  has 
always  been  focused  on  the  future: 
what  we  still  need  to  do  to  advance  the 
profession.  A  clear  vision  of  what  we 
can  be  has  been  an  energizing  force  to 
propel  my  career.  However,  focusing 
on  the  future  often  reveals  how  much 
further  we  have  to  go.  When  that  sense 
of  how  much  more  we  have  to  do 
becomes  overwhelming,  I  like  to  look 
back  to  see  how  much  has  already  been 
accomplished.  Together,  where  we  are 
going  and  where  we  have  come  from 
keeps  me  on  course.  We  have  made  great 
progress  in  North  Carolina  pharmacy. 

The  best  and  brightest  pharmacists 
are  NCAP  members.  I  get  to  work  with 
them,  learn  from  them  and  help  them 
advance  North  Carolina  pharmacy. 
Many  suggest  that  serving  others  gives 
life  real  meaning.  Servant  leadership 
has  become  a  way  of  life  for  many 
NCAP  members.  Being  around  them  is 
refreshing  professionally  and  person- 
ally. Their  "can  do"  attitude  is  uplifting 
and  1  feel  privileged  to  serve  North 
Carolina  pharmacy  through  NCAP. 

Recently  the  Journal  of  the  Ameri- 
can Pharmaceutical  Association 
(March/April)  published  the  results  of 
the  Asheville  Project.  These  articles  are 
on  the  NCAP  Web  site  at 
www.ncpharmacists.org.  Editor 
Michael  Posey,  in  his  viewpoint,  said 
"Publication  of  the  Asheville  Project  is 
an  important  step  for  community 
pharmacy  in  an  effort  to  establish  the 
clinical,  economic  and  humanistic 
viability  of  pharmaceutical  care."  This 


project,  which  has  received  interna- 
tional attention,  was  accomplished  by 
North  Carolina  pharmacists  who 
committed  to  meeting  patient  needs.  By 
putting  patients  first,  they  received  both 
professional  and  economic  rewards. 
Although  the  replication  of  the 
Asheville  Project  in  other  North 
Carolina  communities  has  been  slow,  I 
get  calls  regularly  from  around  the 
country  for  our  Tool  Kit  because  they 
want  to  implement  a  Diabetes  Commu- 
nity Health  Project.  We  have  even 
received  a  call  from  Governor  Easley's 
office  expressing  interest  in  this 
program.  Sometimes  change  occurs 
slower  than  we  hope  but  a  new  model 
of  pharmacy  practice  is  emerging  and 
North  Carolina  pharmacists  continue  to 
lead  the  way. 

Other  evidence  of  the  change  to  a 
new  practice  model: 

•  Growth  in  community  pharmacy 
residencies  across  North  Carolina  and 
nationally. 

•  Access  Care's  Polypharmacy  Initia- 
tive which  is  evaluating  the  medication 
management  role  of  pharmacists. 

•  Payment  for  medication  services  in 
the  North  Carolina  Senior  Care  Program. 

•  Expansion  of  Kerr  Drug's  Enhanced 
Pharmaceutical  Care  Centers  as  part  of 
the  commitment  from  many  chain 
pharmacies  to  develop  a  new  practice 
model. 

•  Announcement  by  the  APhA  Founda- 
tion of  a  Diabetes  Community  Health 
Project  involving  five  corporations 
including  the  VF  Corporation  of 
Greensboro,  NC. 

•  The  Piedmont  Pharmaceutical  Care 
Network  is  enrolling  patients  in  several 


employer  funded  programs  including 
the  VF  Project.  Because  of  the  early 
financial  and  personal  investment  of 
committed  NCAP  members.  PPCN  is 
now  positioned  to  support  the  rapid 
expansion  of  pharmaceutical  care 
projects  across  North  Carolina. 
•  Discussion  within  the  North  Carolina 
Board  of  Pharmacy  to  develop  an 
enhanced  role  for  pharmacy  technicians. 

There  is  more  evidence  but  these 
highlight  some  important  developments 
in  North  Carolina  pharmacy  that  will 
assure  the  implementation  of  a  new 
practice  model.  NCAP  often  plays  a 
behind-the-scene  role  in  making  these 
things  happen.  That's  why  I  want  to 
celebrate  what  is  right  about  North 
Carolina  pharmacy  and  NCAP. 

In  March,  almost  50  members 
gathered  to  share  their  ideas  about  the 
next  three-year  strategic  plan  for 
NCAP.  Our  current  mission  and  vision 
statement  still  expresses  what  NCAP 
should  do.  The  group  then  tried  to 
identify  the  major  issues  facing  North 
Carolina  pharmacy  and  which  ones 
should  be  addressed  in  the  next  three- 
year  plan.  Advancing  practice  through 
demonstration  projects,  collaboration, 
and  reimbursement  were  part  of  the 
first  focus,  followed  closely  by  assuring 
medication  safety,  promoting  entrepre- 
neurship  in  pharmacists,  and  expanding 
technician  roles.  With  the  input  from 
participants,  staff  are  now  finalizing  a 
proposed  Strategic  Plan  for  Board 
approval  at  their  May  meeting. 

Together,  we  are  making  a  differ- 
ence and  I  have  the  privilege  to  be  a 
small  part  of  it.  Thank  you  for  your 
support.  ♦ 
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Q_K^  North  Carolina  Association  of  Pharmacists 

<£  BW  1 09  Church  Street 

UlM  Chapel  Hill.  NC  275  I  o 

Z  HH  phone:  9 1 9  967  2237  •  fax:  9 1 9.968.9430 

How,  Why  and  Progress 

In  my  message  1  have  tried  to  bring  to  you  some  of  the  problems  and  challenges  of  our 
Association. 

Jack  Watts 
We  have  a  very  good  Association  now  and  with  the  help  of  each  member  we  can  President,  NCAP 

become  even  stronger-  how  and  why? 

How.  I  want  to  challenge  each  member  to  take  it  upon  themselves  to  bring  in  at  least  one  new  member  before 
September  3,  2003.  These  accomplishments  will  be  published  in  the  journal.  I  can  assure  you  I  will  get  my 
new  member.  Will  you? 

Why.  The  North  Carolina  Association  of  Pharmacists,  at  one  time,  ranked  at  the  very  top  nationally.  It  should 
get  back  to  that  ranking  and  stay  there.  The  Association  is  the  very  means  we  have  to  keep  tabs  on  legislation 
that  will  effect  our  profession  as  pharmacists.  As  individuals,  we  can  speak  with  our  Senators  and  Representa- 
tives on  a  one-on-one  basis  and  express  our  views.  It  takes  this,  but  it  is  also  very  effective  when  we  appear 
before  these  lawmakers  on  a  state  or  federal  level  and  say  we  represent  the  North  Carolina  Association  of 
Pharmacists.  It  would  be  very  misleading  to  tell  you  that  all  this  doesn't  take  money,  and  that  money  doesn't 
make  up  the  bottom  line  in  many  things  we  do  as  an  Association. 

I  have  given  you  the  "how"  and  "why,"  now  will  you  help?  Let  me  see  your  name  in  the  journal  as  having 
secured  a  new  member. 

It  wouldn't  be  fair  not  to  tell  you  why  I  chose  September  3.  2003  as  your  deadline  to  bring  in  one  new 
member.  Well,  it's  my  birthday  and  it  would  be  wonderful  to  see  the  membership  double  by  then.  What  a 
present! 

Let  me  say  something  about  progress.  One  of  the  principles  written  across  the  paper  of  history  is 
"Progress  or  step  aside."  Is  there  a  man  or  woman  in  pharmacy  who  at  some  time  has  not  asked  them- 
selves "Am  I  really  getting  any  place?"  Was  the  answer  in  the  affirmative  or  the  negative? 

Everything  in  a  person's  life  is  based  upon  principle.  It  follows  a  natural  law.  And  the  law  of  prosperity 
and  abundance  is  just  as  real  as  the  sun  rising  and  setting.  It  is  a  mortal  law.  We  are  creatures  of  our 
convictions.  We  can  not  get  beyond  what  we  think  or  believe.  Therefore,  if  we  think  we  are  a  failure,  we 
are.  If  we  think  we  are  beaten,  we  are.  If  we  think  conditions  are  bad.  they  are.  If  we  think  we  can  be 
successful,  we  can  be. 

Everything  that  has  been  accomplished  by  the  human  hand  has  its  origin  in  the  mind.  So  let's  set  our 
minds  to  helping  our  association  make  progress  and  come  into  our  rightful  position  in  the  nation. 

If  we  can  double  our  membership  (and  it  can  be  done)  this  year,  you  will  have  made  progress  and  I  will  have 
made  progress  as  your  President.  So  won't  you  help  us  make  progress? 

Thanks  to  each  of  you  who  will  help. 

Jack  E.  Watts,  BS  Pharm 

President 

North  Carolina  Association  of  Pharmacists 


..applying  drug  knowledge  to  improve  health 


North  Carolina  Pharmacist.  Spring  2003     5 


Bioterrorism 
&  Pharmacy 


The  Time  is  Now ! 


On  September  1 1,  2001,  the  world  of 
disaster  preparedness  changed.  Many  of  us 
had  developed  pharmacy  disaster  plans  as 
a  result  of  the  experience  with  Hurricane 
Floyd  and  dutifully  filed  them  with  the 
Board  of  Pharmacy.  Disaster  planning 
done.  In  the  light  of  Threat  Alert  Orange. 
Operation  Iraqi  Freedom  and  the  increase 
in  tensions  in  places  such  as  North  Korea 
and  Afghanistan, 
planning  must  now 
include  terrorist 
threats.  Planning 
now  includes  weap- 
ons of  mass  de- 
struction (chemical, 
biological,  nuclear 
or  blast),  major 
natural  disasters 
and  technological  accidents.  Planning  and 
preparedness  have  been  taken  to  a  new 
level. 

The  Federal  government  has  a  plan  for 
assisting  the  states  with  bioterrorism  pre- 
paredness. The  Centers  for  Disease  Con- 
trol and  Prevention  began  a  program  in 
1999  called  the  Strategic  National  Stock- 
pile (formerly  National  Pharmaceutical 
Stockpile).  Since  March  1.  2003  this  pro- 
gram has  been  managed  by  the  newly  cre- 
ated Department  of  Homeland  Security.  As 
pharmacists,  our  expertise  is  vital  for  pro- 
tecting the  citizens  of  North  Carolina.  A  few 
of  you  throughout  the  state  have  already 
been  involved  with  the  SNS  (NPS)  in  the 
disaster  planning  groups  with  hospitals, 
municipal  groups  or  local  health  depart- 
ments. Many  of  you  have  already  assisted 
with  NPS  plans  for  your  municipal  or 
county  areas.  Much  good  work  has  already 
been  done.  But  if  we  are  to  respond  to  a 
terrorist  or  bioterrorism  event  effectively 
we  have  much  work  yet  to  do  as  a  state  and 
as  a  profession. 

Strategic  National 
Stockpile  Plan 

When  (notice  I  didn't  say  if)  a  disaster 
occurs,  the  state  or  community  affected  will 
act  quickly  using  their  existing  local  re- 
sources of  drugs  and  medical  supplies  to 
protect  their  citizens.  More  than  likely,  the 
entity  affected  will  run  out  of  resources  and 
will  contact  the  North  Carolina  Division  of 
Public  Health  and  Emergency  Management 
as  directed  by  the  county  disaster  plan.  A 
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pre-identified  team  of  professionals  at  the 
state  level  will  make  a  decision  to  contact 
CDC  through  the  Governor  to  deploy  the 
Strategic  National  Stockpile  to  North  Caro- 
lina. 

Stockpile  Specifics 

The  Stockpile  itself  consists  of  two 
things: 

The  Technical  Advisory  Response  Unit 
(TARU)  is  a  team  of  five  to  seven  techni- 
cal advisors.  This  team  deploys  with  the 
material  and  consists  of  a  pharmacist,  lo- 
gisticians.  and  operations  experts  who  will 
assist  and  advise  the  local  personnel  in  re- 
ceiving, distributing,  dispensing,  apportion- 
ing, replenishing  and  recovering  SNS  ma- 
terial. 

Cargo  containers  (130  at  the  current 
time)  of  drugs,  vaccines,  medical  supplies, 
and  medical  equipment  have  a  current 
value  of  about  $3  million  per  package.  The 
two  phases  of  the  Stockpile  are  the  12-hour 
Push  Package  and  Vendor  Managed  Inven- 
tory. 

The  12-hour  Push  Package  portion  of 
the  Stockpile  weighs  fifty  tons,  will  fill 
seven  48  foot  tractor  trailers  or  an  entire 
747  plane  body,  and  will  take  up  5,000 
square  feet  when  offloaded.  At  the  current 
time  there  are  twelve  such  stockpiles  stra- 
tegically placed  throughout  the  United 
States  in  highly  secured  locations.  They  will 
arrive  by  truck  or  plane  within  12  hours. 
The  containers  have  a  43"  x  60"  base  and 
come  64"  or  80"  in  height.  The  heaviest 
weighs  1400  pounds  but  moves  easily  on 
roller  feet. 

If  a  specific  threat  agent  is  known  or  ad- 
ditional supplies  are  needed  to  supplement 
the  12-Hour  Push  package.  Vendor  Man- 
aged Inventory  (VMIl  will  be  sent  by  CDC 
from  supplies  currently  maintained  by  ma- 
jor drug  wholesalers.  CDC  will  ship  these 
items  directly  to  the  affected  area. 

Presently,  the  entire  resources  of  the 
SNS  Program  will  protect  12  million  people 
with  a  full  60-day  regimen  against  anthrax 
and  will  treat  more  than  1 . 1  million  people 
who  are  symptomatic.  Because  anthrax  re- 
quires a  longer  prophylaxis  period  than 
other  agents  the  SNS  will  protect  at  least 
12  million  people  against  tularemia  and 
plague  and  treat  those  with  symptoms. 

North  Carolina  Public  Health  planners 
have  identified  three  locations  where  the 


Stockpile  will  initially  be  delivered.  These 
locations  must  meet  specific  space  and  en- 
vironmental requirements.  Once  the  mate- 
rial and  TARU  team  arrives  in  North  Caro- 
lina, the  medication  packages  will  be  bro- 
ken down  into  manageable  sizes  and  be 
shipped  along  with  necessary  equipment  to 
pre-identified  dispensing  sites  and  treat- 
ment centers  such  as  hospitals.  Most  of  the 
oral  dosage  forms  are  unit  dose  packed. 
Pharmacists  and  technicians  will  be  located 
at  both  the  reception  sites  and  the  dispens- 
ing sites  and  many  volunteers  will  also  be 
helping.  Planning  is  being  done  to  scale  up 
or  down,  city  wide  or  statewide  events,  and 
metropolitan  to  small  community  coverage. 

As  disease  treatment  experts,  we  should 
be  prepared  by  knowing  what  biological 
agents  can  be  used  as  weapons.  The  fol- 
lowing describes  the  current  biological 
agent  classifications  based  on  severity  of 
threat. 

The  U.S.  public  health  system  and  pri- 
mary healthcare  providers  must  be  prepared 
to  address  various  biological  agents,  includ- 
ing pathogens  that  are  rarely  seen  in  the 
United  States. 

Biological  Diseases/Agents 
Category  A 

High-priority  agents  include  organisms  that 
pose  a  risk  to  national  security  because  they 
can  be  easily  disseminated  or  transmitted 
from  person  to  person,  result  in  high  mor- 
tality rates  and  have  the  potential  for  ma- 
jor public  health  impact,  may  cause  public 
panic  and  social  disruption,  and  require 
special  action  for  public  health  prepared- 
ness. 

•  Anthrax  (Bacillus  anthracis) 

•  Botulism  (Clostridium  botulinum  toxin) 

•  Plague  (Yersinia  pestis) 

•  Smallpox  (variola  major) 

•  Tularemia  (Francisella  tularensis) 

•  Viral  hemorrhagic  fevers  ( filoviruses  [e.g., 
Ebola,  Marburg]  and  arenaviruses  [e.g., 
Lassa,  Machupo]) 

Category  B 

Second  highest  priority  agents  are  moder- 
ately easy  to  disseminate,  result  in  moder- 
ate morbidity  rates  and  low  mortality  rates, 
and  require  specific  enhancements  of 
CDC's  diagnostic  capacity  and  enhanced 
disease  surveillance. 

•  Brucellosis  (Brucella  species) 

•  Epsilon  toxin  of  Clostridium  perfringens 


•  Food  safety  threats  (e.g..  Salmonella  spe- 
cies, Escherichia  coli  0157:H7,  Shigella) 

•  Glanders  (Burkholderia  mallei) 

•  Melioidosis  (Burkholderia  pseudomallei) 

•  Psittaeosis  (Chlamydia  psittaci) 

•  Q  fever  (Coxiella  burnetii) 

•  Ricin  toxin  from  Ricinus  communis  (cas- 
tor beans)  NEW! 

•  Staphyloeoeeal  enterotoxin  B 

•  Typhus  fever  (Rickettsia  prowazekii) 

•  Viral  encephalitis  (alphaviruses  (e.g..  Ven- 
ezuelan equine  encephalitis,  eastern  equine 
encephalitis,  western  equine  encephalitis] ) 

•  Water  safety  threats  (e.g..  Vibrio  cholerae, 
Cryptosporidium  parvum 

Category  C 

Third  highest  priority  agents  include 
emerging  pathogens  that  could  be  engi- 
neered for  mass  dissemination  in  the  fu- 
ture because  of  availability,  the  ease  of  pro- 
duction and  dissemination,  the  potential  for 
high  morbidity  and  mortality  rates  and 
major  health  impact. 

•  Emerging  infectious  disease  threats  such 
as  Nipah  virus  and  hantavirus. 

Chemical  Threats 

Although  the  focus  lately  has  been  on 
bioterrorism.  chemical  terrorism  is  more 
easily  achieved.  Some  agents  such  as  or- 
ganophosphates  (insecticides)  are  readily 
available  and  their  ease  of  procurement 
makes  them  likely  candidates.  Ricin  is  a 
byproduct  of  castor  oil  production. 

Biotoxins 
Abrin 

Ricin 

Blister  Agents/Vesicants 

•  Mustards 

Distilled  Mustard  (HD) 
Mustard  Gas  (H)  I  Sulfur  Mustard) 
Mustard/Lewisite  IHL) 
MustaraVT 

Nitrogen  Mustard  (HN-1.  HN-2,  HN-3) 

Sesqui  Mustard 

Sulfur  Mustard  (H)  (Mustard  Gas) 

•  Lewisites/Chloroarsine  Agents 
Ethyldichloroarsine  (ED) 
Lewisite  (L,  L-l.  L-2.  L-3) 
Methytdichloroarsine  (MD) 
Mustard/Lewisite  (HL) 
Phenodichloroarsine  (PD) 
Phosgene  Oxime  (CX) 
Blood  Agents 

•  Arsine  (SA) 

•  Cyanide 

Cyanogen  Chloride  (CK) 
Hydrogen  Cyanide  (AC) 


Potassium  Cyanide  (KCN) 
Sodium  Cyanide  (NaCN) 
Caustics  (Acids) 

•  Hydrofluoric  Acid 
Choking/Lung/Pulmonary  Agents 

•  Ammonia 
•Chlorine  (CL) 

•  Hydrogen  Chloride 

•  Nitrogen  Oxide  (NO) 

•  Perflurorisobutylene  (PHIB) 

•  Phosgene 
Diphosgene  (DP) 
Phosgene  (CG) 

•  Phosphine 

•  Red  Phosphorous  (RP) 

•  Sulfur  Trioxide-Chlorosulfonic  Acid  (FS) 

•  Teflon  and  Perflurorisobutylene  (PHIB) 

•  Titanium  Tetrachloride  (FM) 

•  White  Phosphorus 

•  Zinc  Oxide  (HC) 
Incapacitating  Agents 

•  Agent  1 5 
•BZ 

•  Cannabinoids 

•  Fentanyls  and  Other  Opioids 
•LSD 

•  Phenothiazines 
Metals 

•  Arsenic 

•  Mercury 

•  Thallium 
Nerve  Agents 

•  G  Agents 


( 'w  lohexyl  Sarin  (Gl •') 
Sarin  (GB) 
Soman  (GD) 
Tabun  (GA) 

•  V  Agents 
IX 

Organic  Solvents 

•  Benzene 

Riot  Control  Agents/Tear  Gas 

•  Bromobenzylcyanide  (CA) 

•  Chloroacetophenone  (CN) 

•  Chloropicrin  (PS) 

•  CNB  (CN  in  Benzene  and  Carbon 
Tetrachloride) 

•CNC(CN  in  Chloroform) 

•  CNS  (CN  and  Chloropicrin  in 
Chloroform ) 

•CR 
•CS 
Toxic  Alcohols 

•  Ethylene  Glycol 
Vomiting  Agents 

•  Adamsite  (DM) 

•  Diphenylchloroarsine  (DA) 

•  Diphenylcyanoarsine  (DC) 

Pharmacist  Involvement 

As  a  profession,  pharmacists  are  not 
usually  first  responders.  We  do  at  least  have 
one  police  officer/pharmacist  in  North 
Carolina  and  I  suspect  several  EMT's  and 
a  few  volunteer  firefighters.  But  generally 
contintued  on  page  8 
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we  are  in  our  stores  and  hospitals  waiting 
for  the  emergencies  to  walk  through  our 
doors.  No  longer  can  we  afford  to  sit  on 
the  curb! 

Pharmacists  can  assist  with  develop- 
ment of  initial  inventories  of  antibiotics  and 
chemical  antidotes.  Initial  inventories  of 
prophylactic  antibiotics  should  be  main- 
tained to  protect  the  exposed  until  the  SNS 
arrives.  Plans  are  underway  to  protect  the 
family  members  of  responders  prior  to  pro- 
tecting the  general  public.  This  would  be  a 
personal  incentive  to  be  a  volunteer  disas- 
ter response  pharmacist. 

Hospitals  have  already  been  tasked  by 
the  Joint  Commission  to  have  disaster  pre- 
paredness plans  which  include  stockpile 
recommendations.  Local  entities  through- 
out North  Carolina  are  stockpiling  some  of 
the  initial  drugs  that  will  be  needed.  Phar- 
macists may  become  involved  nationally 
through  the  National  Pharmacists  Response 
Team,  a  group  often  regionally  based  teams 
deployable  for  a  maximum  of  two  weeks 
in  an  emergency.  Training  was  provided  to 
pharmacists  at  the  recent  national  meeting 
of  the  American  Society  of  Health-System 
Pharmacists  in  New  Orleans.  Louisiana. 
Pharmacists  can  become  involved  locally 
through  participation  with  their  local  health 
departments  and  municipal  disaster  plan- 
ning teams.  I  also  invite  any  interested  phar- 


macists to  take  the  pharmacist  training  to 
be  given  in  May  and  June  through  the  North 
Carolina  Division  of  Public  Health  and  to 
participate  as  players  or  observers  in  state- 
wide disaster  exercises  to  be  held  in  mid- 
July  and  August.  The  University  of  North 
Carolina  School  of  Public  Health  has  a  skill 
assessment  tool  located  at 
www.publichealthpreparedness.org.  which 
can  be  used  to  assess  your  skills  and  learn 
what  training  is  available. 

Here  are  some  of  my  favorite  Web  sites 
for  self-education: 

Bioterrorism/Disaster  Web  sites 

Bioterrorism  and  Chemical  Charts 

http://www.unc.edu/depts/spice 

Homeland  Security  Homepage 

http://www.dhs.gov/dhspublic 

NBC  Battlebook 

http://www.ngwrc.org/Dulink/batb(xika.PDF 

CDC  Main  Web  Site 

www.cdc.gov 

Smallpox  Information 

www.cdc.gov/smallpox 

Strategic  National  Stockpile 

www.cdc.gov/stockpile 

Bioterrorism  and  Preparedness  Web  Site 

www.bt.cdc.gov 

Johns    Hopkins   Center   for   Civilian 

Biodefense  Studies 

www.hopkins-biodefense.org 


FDAs  Web  Site 

www.fda.gov/ciber 

North  Carolina  Public  Health  Preparedness 

and  Response 

www.schs.state.nc. us/epi/phpr 

As  a  profession,  pharmacy  has  been 
minimally  involved  but  with  the  recent 
public  health  infrastructure  changes,  there 
are  multiple  opportunities  to  be  involved 
to  protect  your  own  family,  your  co-work- 
ers, your  community  and  ultimately  your 
country.  Become  educated,  contact  plan- 
ners locally  and  on  the  state  level  and  par- 
ticipate enthusiastically.  We  may  not  be 
given  the  luxury  of  multiple  chances.  For 
North  Carolina  pharmacists,  the  threats  are 
real,  our  expertise  is  acutely  needed  and 
...the  time  is  now  !  ♦ 

About  the  Author... 

Margaret  W.  Haas.  RPh,  8S,  is  the  Strategic  Na- 
tional Stockpile  (formerly  known  as  NPS)  Manager 
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She  is  a  1974  graduate  ofUNC-Chapel  Hill  School 
of  Pharmacy.  Her  work  experiences  are  on  inter- 
esting mix  of  independent  and  chain  retail,  maxi- 
mum-security prison  with  inpatient  unit,  commu- 
nity health  clinic,  and  mental  retardation  center.  She 
also  enjoyed  a  brief  volunteer  mission  to  Haiti  with 
an  interdisciplinary  medical  team. 


Leasing 
Options 
Available 


f)  DISPLAY  Options,  Inc. 


Pharmacy  and  Compound  Laboratory,  from  Design  through  Installation. 

North  Carolina's  only  authorized  stocking  master  distributor  for  Lozier  store  and 

pharmacy  fixtures.  Dedicated  wood  and  high  pressure  laminate  shop.  Our  award 

winning  customer  service  defines  how  hard  we  work  to  earn  your  business. 

Let  us  show  you  what  we  can  do. 
Call  us  at:  1-800-321-4344  •  Fax:  800-321-9008   •  www.displayoptions.com 

Craig  Ashton     ~  Over  25  Years  Experience  ~      Ben  Mann 


3555  Tryclan  Drive 

Charlotte,  North  Carolina  28217 

Local:  704-525-5300 

We  stock  thousands  of  fixture  items. 
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Pharmacists'  Impact  Within  the 
Emergency  Preparedness  Arena 


by  Steve  Moore 


Adapted  from  a  presentation  made  at  the 
North  Carolina  Pharmacy  Leaders  Forum, 
February  7.  2003. 

The  US  population  has  always  been 
impacted  by  floods,  hurricanes,  tornadoes, 
fires  and  other  disasters.  Within  each  of 
these  scenarios,  communities  react  to  re- 
store normalcy  as 
soon  as  possible  and 
life  goes  on.  On  September  1 1.2001,  many 
things  changed.  Of  greatest  immediate 
concern  is  the  fact  that  whole  new  para- 
digms of  disaster  overlayed  the  basic  con- 
cepts. In  addition  to  the  traditional  con- 
cern over  natural  disasters,  the  spotlight 
changed  to  highlight  mass  terrorist  actions. 
Concerns  over  biological,  chemical  and 
nuclear  disasters  surfaced  and  the  entire 
concept  of  disaster  response  was 
recast  as  a  matter  of  national  se- 
curity, not  just  periodic  disaster 
disruptions. 

In  the  past,  disasters  have  been 
rather  easy  to  classify  and  define. 
First,  they  were  categorized  by 
their  level  of  impact  -  w  hether  lo- 
cal, regional,  statewide,  national, 
or  international.  Each  level  of  di- 
saster had  a  generally  recognized 
response  and  a  general  strategy  to 
address  the  problem.  The  legal 
frame  work  that  covered  the  re- 
sponse to  disasters  ranged  from  the 
usual  and  customary  when  facts 
were  known,  to  a  simple  best  guess 
when  facts  were  unknown.  In  ev- 
ery disaster  response,  a  pyramidal  struc- 
ture existed  with  delegations  of  authority 
from  the  highest  to  the  lowest  participants. 
Most  disasters  were  classified  as  natural 
(e.g.  hurricanes,  tornadoes),  accidental  (e.g. 
plant  explosions,  chemical  leaks),  or  man- 
made  (e.g  .bombings).  Unlike  before  Sep- 
tember 1 1 .  200 1 ,  now  everything  is  targeted 
toward  the  politically  correct  disasters,  es- 
pecially interests  du  jour  such  as  nuclear, 
biological,  or  chemical.  Much  of  the  pub- 
lic interest,  and  indeed  anxiety,  has  been 
ted  by  the  continuing  media  interest  in  these 
highly  visible  public  disasters. 

In  most  instances,  the  authority  for  gov- 
ernment action  in  disaster  response  de- 
pended upon  legislated  authority  -  main- 
taining public  welfare,  assuring  order,  and 


guaranteeing  national  security.  Tradition- 
ally, disaster  responses  were  through  local 
resources  and  only  when  they  were  unable 
to  respond  were  outside  or  supplementary 
resources  utilized.  The  payment  for  any 
type  of  disaster  response  was  almost  totally 
local  existing  funds,  and  only  when  these 
were  exhausted  did  special  funds  become 
necessary.  Response  plans  were  often  un- 
derstood and  not  necessarily  written  docu- 
ments that  involved  education,  training,  and 
delegations  of  authority  within  existing  lo- 
cal government  structures.  Liability  for 
disasters  was  circumscribed  by  experience, 
common  law  and  statutory  parameters,  with 
existing  insurance  often  the  coverage  for 
losses. 

Much  has  changed  from  the  standpoint 
ot  who  is  invoh  ed  in  emergency  response. 


Pushcarts  of  pharmaceuticals  are  loaded  onto  a  cargo  plane. 


Usually,  the  municipality  or  county  has  an 
emergency  response  unit  (often  first  re- 
sponded such  as  police  and  fire  personnel 
or  emergency  medical  technicians).  Every- 
thing else  was  based  upon  local  custom  and 
practice.  When  local  resources  were  over- 
powered, then  state  resources  were  re- 
quested and  often  this  was  the  National 
Guard,  or  some  other  organized  unit  of  state 
government.  When  totally  overpowered, 
the  Governor  requested  Federal  support  and 
additional  resources  were  provided,  often 
military  and  financial  support  to  allow  con- 
tracted special  services.  That  has  become 
dramatically  more  complicated  and  special- 
ized now.  Locally,  the  first  responders  are 
given  far  more  involvement  in  local  re- 
sponses, especially  if  chemical,  biological 


or  nuclear  involvement  is  possible.  First, 
Metropolitan  Medical  Response  Teams 
have  been  organized  in  Charlotte.  Greens 
borO-High  Point-Winston  Salem,  and  Ra 
leigh-Durham.  Supported  by  Federal  dol- 
lars for  equipment  and  training,  these  units 
will  provide  site  management  and  decon- 
tamination when  needed  and  warranted. 
Second.  Disaster  Medical  Assistance  Teams 
may  be  utilized  locally  with  Federal  sup- 
port. These  local  units  can  be  federalized 
and  deployed  with  payment  by  Federal 
funds.  One  resident  team  exists  in  Win- 
ston-Salem, but  others  around  the  country 
can  also  be  Federalized  and  deployed. 
Third.  Medical  Reserve  Corps  are  being 
promoted  by  the  Federal  government  for 
local  development  but  none  currently  are 
provided  with  Federal  support  in  North 
Carolina.  These  teams  are  designed 
to  utilize  local  volunteers  with 
medical  knowledge  and  experience 
in  a  structured  response  locally 
when  needed.  Fourth,  Public 
Health  Regional  Surveillance 
Teams  have  been  newly  created  in 
seven  regional  geographic  areas  in 
the  state  and  are  linked  to  local 
health  departments  for  rapid  assess- 
ment if  biological  and  related 
threats  occur.  These  state  resources 
have  been  supported  in  their  devel- 
opment by  Federal  funds  and  con- 
tinue with  this  Federal  support  for 
the  short  duration. 

Statewide  much  has  also 
changed.  Previous  state  plans  for 
emergency  management  did  little  to  address 
health  concerns  but  have  tailored  their 
documents  and  plans  now  to  ensure  health 
concerns  are  addressed.  New  entities  that 
have  been  established  include  the  NC  Cen- 
ter for  Public  Health  Preparedness  at  the 
UNC  School  of  Public  Health,  which  is 
specifically  involved  in  training  profession- 
als within  the  public  health  system,  as  well 
as  the  Office  of  Public  Health  Preparedness 
and  Response,  within  the  NC  Department 
of  Health  and  Human  Services.  This  of- 
fice has  a  pharmacist  staff  member  who 
also  has  the  lead  responsibility  for  the  de- 
ployment of  the  Strategic  National  Stock- 
pile (formerly  the  National  Pharmaceuti- 
cal Stockpile)  within  the  state.   Other  po- 

contintued  on  page  10 
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tential  new  state  entities  include  the  NC 
Institute  of  Disaster  Studies,  which  is  be- 
ing established  within  the  consolidated 
University  of  North  Carolina  and  the  VA 
Emergency  Bioterrorism  Preparedness 
Centers,  which  may  or  may  not  be  estab- 
lished in  the  state  but  certainly  will  impact 
the  role  of  the  VA  hospitals  in  any  emer- 
gency response. 

Nationally,  the  primary  change  and  dra- 
matic reshaper  of  the  total  emergency  re- 
sponse capability  is  the  Department  of 
Homeland  Security,  which  subsumed  the 
total  Federal  response  capability  with  its 
incorporation  of  all  but  the  military  com- 
ponents of  emergency  response,  as  of 
March  1.  2003.  Also  nationally,  the  Na- 
tional Pharmacist  Response  Team  is  trying 
to  organize  and  target  pharmacists  as  re- 
sponders  through  the  same  mechanism  as 
the  DMAT's  .  though  on  a  regional  organi- 
zation. The  structure  of  the  Team  will  be 
Federal  but  the  participants  will  be  civilian 
until  activated  and  then  deployed  as  Fed- 
eralized entities. 

Systems  continue  to  evolve  in  the  en- 
tire disaster  response/emergency  prepared- 
ness arena.  Perhaps  the  greatest  change  is 
the  enhanced  public  health  involvement. 
Health  departments  which  were  only  pre- 
viously tangentially  involved  in  many  lo- 
cal emergencies  are  now  in  the  forefront  of 
most  local  disasters.  Many  health  depart- 
ments were  so  compartmentalized  locally 
that  this  new  visibility  and  responsibility 
has  yet  to  gain  public  acknowledgment. 
Also,  bioterrorism  is  now  publicly  placed 
above  all  other  emergencies  in  terms  of  vis- 
ibility and  preparation  for  potential  re- 
sponses. The  fear  of  this  overwhelming 
impact  is  readily  fed  by  the  media  and  pub- 
lic opinion,  often  to  the  detriment  of  other 
potential  disasters.  As  with  many  Federal 
efforts,  finite  resources  are  being  chal- 
lenged by  unfunded  mandates.  With  the 
heightened  smallpox  immunization  effort, 
many  local  health  departments  are  having 
to  divert  existing  efforts  to  undertake  this 
new  initiative,  without  additional  financial 
support.  One  recent  national  study  found 
that  in  539  health  departments,  the  small- 
pox immunization  campaign  is  siphoning 
existing  staff  time  and  money  in  79  per- 
cent of  the  departments. 

As  with  other  Federal  efforts  in  the  past, 
an  unsure  following  for  the  big  plan  may 
change  the  plans  in  the  local  arenas.  Again 
with  the  smallpox  vaccination  plan,  numer- 
ous large  hospitals  have  decided  not  to  par- 
ticipate in  the  effort  and  this  may  change 
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the  entire  Federal  preparation  plan  for 
smallpox.  When  the  final  tally  of  the  ini- 
tial high  emphasis  immunization  period  for 
the  first  responders  ended  on  March  1. 
2003.  a  little  over  12,000  individuals  of  the 
projected  500.000  had  actually  received  the 
immunization.  To  some  observers  this  is  a 
dismal  failure,  but  to  many  in  the  govern- 
ment it  merely  needs  "reinvigoration."  The 
Federal  effort  announced  that  several  hun- 
dred extra  personnel  will  be  assigned  to  the 
effort  after  the  March  1,  2003  deadline 
showed  that  the  plan  had  not  met  its  pro- 
jected target.  As  with  all  groups  of  play- 
ers, an  uncertainty  for  participation  in  this 
larger  effort  exists  wherifargeted  groups  are 
approached,  such  as  individual  pharmacists 
who  may  not  feel  motivated  to  undertake 
training  or  credentialing  just  to  potentially 
become  involved  in  some  future  disaster. 
Thus  far.  after  almost  a  year  of  "official 
mention"  by  Federal  government  pharma- 
cists, the  National  Pharmacist  Response 
Teams  have  not  materialized  (at  least  if  in- 
dicated by  the  presence  of  a  government 
website  or  similar  marker)  and  indeed  the 
final  agreement  has  not  been  signed  by  the 
Federal  government  after  being  signed  in 
good  faith  by  the  Joint  Commission  of 
Pharmacy  Practitioners. 

As  with  all  real  or  potential  disasters, 
information  becomes  critical.  All  aspects 
of  health  information  -  flow,  accuracy,  time- 
liness, usability,  relevance  -  become  criti- 
cal in  an  emergency  and  how  this  is  handled 
falls  within  the  established  planning  docu- 
ment and  delegations  of  authority  in  the 
event  of  a  disaster.  This  concern  involves 
both  the  information  provided  to  health 
professionals  who  are  expected  to  provide 
services  locally,  as  well  as  the  public  whose 
behavior  is  supposed  to  be  directed  and 
managed  as  in  any  emergency  response.  As 
with  all  political  agendas,  the  state  and  na- 
tional legislative  bodies  find  themselves 
currently  in  a  political  stalemate  and  this 
in  itself  creates  uncertainty  in  disaster  plan- 
ning, preparation  and  response.  Disasters 
have  to  await  this  political  expediency  as 
other  concerns  of  society.  One  factor  re- 
mains obvious  with  any  disaster  -  involve- 
ment of  uniformed  personnel  is  increasing. 
Know  what  the  uniforms  represent,  the  rank 
structure  that  may  be  a  part  of  the  uniform, 
and  most  importantly,  who  is  in  charge.  As 
in  all  situations  with  new  laws,  and  these 
are  dramatically  changing  and  growing  in 
the  disaster  arena,  the  old  enforcement  para- 
digm of  the  rule  of  law  may  well  prevail 
and  in  emergency  situations  the  ability  to 


work  within  this  structure  is  necessary. 
Who  is  in  charge,  what  role  does  health  play 
versus  other  concerns  and  who  has  the  au- 
thority to  make  changes,  remain  of  concern 
in  disaster.  And  finally,  beware  of  the  mes- 
sengers! Media  has  been  known  to  distort 
and  reshape  the  reality  of  a  situation  in  the 
past,  and  this  may  well  occur  in  the  future. 
So,  it  is  critical  to  know  how  to  work  around 
this  if  necessary. 

Pharmacy  involvement  has  been  uneven 
to  say  the  least  in  the  emergency  response 
arena.  Although  little  had  been  done  prior 
to  September  1 1 .  every  pharmacy  organi- 
zation got  on  the  bioterrorism  bandwagon 
and  cranked  out  the  obligatory  "everything 
you  need  to  know  about  bioterrorism  in 
1 ,000  words"  article  and  dedicated  a  spot 
on  their  Web  site  to  highlight  this  concern. 
This  too  has  waned  over  the  last  year  or  so. 
Organized  pharmacy  through  the  Joint 
Commission  of  Pharmacy  Practitioners  has 
agreed  to  the  MOU  for  the  National  Phar- 
macist Response  Team,  but  this  has  yet  to 
see  any  signs  of  fruition  through  the  Fed- 
eral system.  Traditionally,  there  has  been 
minimal  pharmacy  participation  in  public 
health.  Even  though  every  Board  of  Health 
in  North  Carolina  has  a  pharmacist  mem- 
ber and  every  health  department  has  at  least 
a  limited-service  pharmacy  permit,  little, 
other  than  traditional  pharmacy  practice  has 
occurred  within  these  units.  Within  the 
practice  arena,  the  traditional  conflict  in 
private  medical  care  versus  public  health 
remains,  with  the  private  sector  over- 
whelmingly predominant  in  pharmacy. 
Overall,  a  lack  of  profession  leadership  in 
this  interest  area  has  resulted  in  the  pau- 
city of  activity.  Only  with  continued  de- 
tailed involvement  will  pharmacists'  efforts 
in  emergencies  be  other  than  an  episodic 
disaster  response  versus  planned,  integrated 
structure  within  the  local  health  system. 

There  remain  hurdles  for  successful 
pharmacist  participation  in  the  emergency 
preparedness  arena.  First,  a  general  lack 
of  interest  exists  on  the  part  of  individual 
pharmacists  in  the  topic  area.  There  is  little 
in  formal  professional  training  or  in  post- 
graduate training  that  provides  exposure  or 
experience  for  pharmacists  in  the  emer- 
gency response  area.  Second,  the  training/ 
education  of  practicing  pharmacists  for 
functional  program  participation  in  emer- 
gency response  does  not  currently  exist. 
The  NPRT  promises  specialized  training 
but  this  is  only  available  with  special  pass- 
word protected  access.  Third,  as  with  many 
areas  of  tangential  professional  concern. 


clear,  consistent,  uniform  and  continual 
policy  enunciation  and  execution  from  gov- 
ernment or  professional  organizations  sim- 
ply does  not  currently  exist.  Sorting 
through  the  hyperboly  and  mixed  signals 
is  time  consuming  and  most  pharmacists 
simply  ignore  it  until  it  becomes  necessary 
to  get  involved.  Fourth,  as  with  many  large- 
scale  public  planning  efforts  in  the  past, 
pharmacy  has  not  been  at  the  table  -  input 
and  intervention  is  needed  in  the  entire  pro- 
cess of  plan  development,  rather  than  just 
review  and  comment  of  the  finished  docu- 
ments. Across  the  pharmacy  practice  spec- 
trum, planned,  developed  and  executable 
actions  by  the  profession,  with  expert 
knowledge  of  involved  pharmacists,  needs 
to  be  undertaken.  Fifth,  training  for  any 
participation  needs  to  emphasize  pharma- 
cists adaptability  to  the  nature  of  emergency 
response,  not  just  to  emergencies  du  jour. 


Most  activities  that  target  pharmacist  in- 
volvement in  disaster  response  arc  consis 
tent  across  disaster  types  -  just  the  medica- 
tions being  dispensed  may  change,  but  this 
has  largely  been  predetermined  anyway. 
Sixth,  emergency  response  should  be  seen 
as  a  normal  part  of  pharmacy  practice  with 
commensurate  rewards  for  participation 
and  effort  taken  to  obtain  specialized  skills, 
experience,  and  knowledge.  There  should 
be  no  expectation  of  pharmacists  taking 
valuable  time  and  training  effort  to  under- 
take a  potential  response  when  they  get  no 
direct  value  in  either  practice  recognition 
or  financial  support  for  this  activity. 

Pharmacists,  like  many  others,  find 
themselves  suddenly  thrown  into  the  fore- 
front of  potentially  immense  challenges 
which  are  surfacing  in  the  guise  of  threats 
of  bioterrorism.  chemical  contamination, 
and  dirty  bomb  exposure.    The  ability  to 
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tain  the  effective  supply  of  medications  to 
the  population  in  spite  of  any  of  these  di 
sasters  remains  a  challenge.  Even  the  im- 
mediate threat  of  service  disruption  due  to 
power  outages  (from  ice  or  storms)  pro- 
vides challenges  to  practicing  pharmacists 
to  adequately  respond.  Within  the  profes- 
sion, efforts  continue  to  get  the  profession 
ready  for  these  inevitable  disasters  and 
hopefully  these  efforts  will  grow.  ♦ 

About  the  Author... 

Steve  Moore,  RPh,  MPH,  FRSH,  FASHP,  CPHP,  CAPT, 
USPHS  Ret  spent  over  20  years  with  the  US  Public 
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in  various  aspects  of  emergency  preparedness  and 
pharmacist  participation  in  disaster  response.  Since 
his  retirement  from  the  Public  Health  Service,  he 
has  worked  with  several  efforts  involved  with  the 
training  of  pharmacists  here  in  North  Carolina  to 
become  involved  in  disaster  response. 


Pharmacy  Day  in  the  Legislature 


On  Feb.  25  more  than  70  pharmacists  and  60  pharmacy  students  took  the 
opportunity  to  talk  with  over  60  Legislators  about  important  pharmacy 
issues.  Pharmacists  scheduled  afternoon  appointments  with  their  representa- 
tives and  students  and  faculty  from  Campbell  and  UNC  Schools  of  Phar- 
macy held  a  Health  Fair  in  the  Legislative  building.  A  reception  was  held 
that  evening  at  the  North  Carolina  Museum  of  History. 


Pharmacy  Day  in  the  Legislature  was  sponsored  by: 

•  Association  of  Community  Pharmacists 

•  CVS  Pharmacy 

•  Eckerd  Corporation 

•  Kerr  Drug 

•  National  Association  of  Chain  Drug  Stores 

•  North  Carolina  Association  of  Pharmacists 

•  North  Carolina  Chapter  of  American  Society 
of  Consultant  Pharmacists 

•  North  Carolina  Retail  Merchants  Association 


(I  to  r)  Sen.  John  Kerr,  NCAP  member  Bill  Mast 
and  spouse  Peggy  Mast. 


NC  Legislators  (I  to  r)  Sen. Tony  Rand  and  Sen. 
Charlie  Dannelly. 


NC  Legislators  (I  to  r)  Sen.  Harris  Blake,  Sen.  Cecil  Hargett,  Sen.  John 
Garwood  and  Sen.  Hamilton  Horton,  Jr. 
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Spring  Meeting  Highlights 

'The  Pharmacist's  Role  as  Pharmacotherapy  Decision-Maker" 
was  the  title  of  NCAP's  annual  spring  meeting.  Over  400  people 
attended  and  made  this  meeting  in  Greensboro  a  great  success 
on  April  7-9  at  the  Sheraton  Hotel/Koury  Convention  Center.  The 
meeting  was  co-sponsored  by  the  UNC-CH  School  of  Pharmacy, 
Campbell  School  of  Pharmacy,  and  the  Greensboro  AHEC. 


Thank  You  to  Our  NCAP  Sponsors 

Platinum  Sponsors 
GlaxoSmithKline  •  Pfizer  •  Wyeth  Pharmaceuticals 

Gold  Sponsors 
Eli  Lilly  &  Co.  •  McKesson 

Silver  Sponsors 
AmerisourceBergen  •  Sepracor  •  The  Medicines  Company 
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Gold  Sponsor,  Eli  Lilly  &  Co. 


Or,  GlaxoSmithKline 


cKesson 


Platinum  Sponsor,  Pfizer 
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A  New  Pathway  in  Clincial  Pharmacy 


CPP  Contracts  in  Private  Practice  Setting 


by  Wendy  Everhart 


As  a  new  Clinical  Pharmacist  Practitioner  in  the  state  of  North 
Carolina,  I  find  there  are  numerous  opportunities  for  pharmaceuti- 
cal care  in  a  private  office  setting.  With  the  personal  experience  of 
a  community  pharmacy  residency  concentrating  in  ambulatory  care, 
I  felt  ready  and  willing  to  embark  on  this  new  pathway  of  clinical 
pharmacy.  Initially  the  CPP  rules  and  regulations  were  pending. 
This  was  somewhat  of  a  stumbling  block  and  would  have  helped 
me  significantly  when  I  relocated  to  Raleigh 
in  2000.  I  was  fortunate  to  find  a  private 
practice  that  saw  an  opportunity  for  pharmacist  intervention  in  their 
lipid  clinic,  previously  managed  by  a  registered  nurse.  I  have  been 
privileged  enough  to  develop  a  mutually  beneficial  relationship 
with  this  practice  for  the  past  three  years. 

During  that  time  1  have  continued  to  expand  my  business.  Thera- 
peutic Solutions,  LLC,  a 
pharmacist  consulting  firm 
in  Raleigh,  NC.  A  signifi- 
cant portion  of  my  contracts 
are  with  Wake  Heart  Asso- 
ciates, a  cardiology  practice 
of  18  cardiologists  with  six 
offices  in  the  Raleigh  met- 
ropolitan area.  With  this 
group  we  have  the  opportu- 
nity to  see  patients  in  the  of- 
fice for  dyslipidemia  and  an- 
ticoagulation management. 
We  utilize  point-of-care 
technology  for  both  choles- 
terol and  INR  readings  in 
order  to  give  prompt  and  ac- 
curate results,  along  with 
education  and  medication 
adjustments  during  the  same  appointment.  During  the  office  visit, 
patients  are  counseled  regarding  heart  healthy  diet,  exercise,  smok- 
ing cessation  and  other  pertinent  lifestyle  issues.  The  clinical  phar- 
macist, per  agreement  with  a  supervising  physician,  provides  medi- 
cation adjustments  and  additions.  Specialized  lipid  testing  is  of- 
fered that  gives  further  information  regarding  patients'  cholesterol 
metabolism,  lipoprotein  (a),  homocysteine  and  C-reactive  protein 
levels.  Based  on  these  findings,  medication  changes  may  occur  by 
the  clinical  pharmacist.  Feedback  from  patients  and  physicians  has 
been  very  positive  and  the  point-of-care  testing  has  increased  re- 
ferrals to  the  clinic.  The  lipid  clinic  has  grown  by  500  patients 
while  the  anticoagulation  clinic,  a  new  service,  currently  has  over 
400  patients  enrolled.  Due  to  the  rapid  expansion,  we  were  forced 
to  hire  another  clinical  pharmacist  who  sees  patients  in  three  satel- 
lite offices.  I  believe  that  the  introduction  of  the  CPP  has  allowed 
pharmacists  increased  credibility  with  physicians,  similar  to  nurse 
practitioners  and  physician  assistants. 

One  area  of  great  concern  is  reimbursement  for  services.  There 
seems  to  be  significant  variability  in  a  CPP's  ability  to  get  paid.  In 
our  particular  practice,  we  have  been  discouraged  from  billing 
Medicare  at  levels  greater  than  non-physician  required  visits  due 
to  the  fact  that  pharmacists  are  not  included  in  Medicare's  non- 


As  a  Clinical  Pharmacist  Practitioner, 
assesses  a  patients'  progress. 


physician  extender  list.  However,  in  some  parts  of  the  state,  this 
does  not  seem  to  be  a  concern.  The  pending  amendment  to  the 
Social  Security  Act.  adding  pharmacists  to  the  approved  non-phy- 
sician provider  list,  should  alleviate  any  lingering  questions.  There 
are  many  options  for  payment  by  physician  offices  to  a  contracted 
pharmacist  or  pharmacist  employed  by  the  practice.  Few  prac- 
tices will  pay  a  typical  pharmacist's  salary  without  some  financial 
incentive.  One  particular  option  for  payment  is  charging  the  prac- 
tice a  percentage  of  reimbursement  from  office  visits  and  labora- 
tory procedures.  This  method  appeals  to  some  private  practices  if 
they  are  production-based.  Another  reimbursement  option  is  an 
hourly  rate.  This  may  be  a  disadvantage  in  times  when  patient 
load  is  minimal  but  time  is  being  spent  in  the  office  performing 
management  duties  (chart  pulls,  telephone  calls  to  patients,  etc.) 

where  reimbursement  is  not 
being  provided  for  these  ser- 
vices. It  is  important  to  re- 
member to  be  flexible  with 
the  physician  practice  so  that 
you  can  find  a  favorable  so- 
lution for  both  parties. 

Maintaining  flexibility 
has  been  a  challenge.  Work- 
ing with  18  different  cardi- 
ologists each  having  their 
own  views  on  therapies,  we 
have  learned  to  be  more  flex- 
ible with  therapeutic  plans.  It 
has  also  been  imperative  to 
maintain  agility  with  patients 
and  consider  all  possible 
therapeutic  options  that  will 
give  a  desired  outcome.  As 
patient  load  has  increased,  we  have  had  to  make  some  changes 
with  patient  scheduling  and  office  hours  in  order  to  accommodate 
the  patient  load.  Although  it  has  entailed  some  "growing  pains,"  I 
feel  that  our  practice  is  successful  in  part  due  to  our  willingness  to 
work  with  staff  and  physicians  for  the  betterment  of  our  patients. 
As  the  practice  continues  to  add  physicians,  the  lipid  and  anti- 
coagulation services  will  also  continue  to  expand.  Future  plans 
include  the  hiring  of  an  additional  clinical  pharmacist.  Finding  a 
qualified  clinical  pharmacist  to  work  in  a  clinic  setting  with  anti- 
coagulation and/or  lipid  management  experience  has  been  chal- 
lenging. Fewer  graduating  pharmacists  are  seeking  clinical  train- 
ing due  to  the  appealing  salaries  offered  by  retail.  Our  goal  should 
be  to  make  more  pharmacists  realize  the  benefits  of  working  in  the 
ambulatory  care  setting.  This  may  be  achieved  through  increased 
awareness  of  the  rewards  offered  to  a  CPP,  as  well  as  the  addition 
of  pharmacists  as  non-physician  providers  under  Medicare.  This 
is  where  more  opportunities  in  patient  care  are  seen  on  a  daily 
basis!  ♦ 

About  the  Author... 

Wendy  Everhart,  PharmD,  CPP  is  President  of  Therapeutic  Solutions,  LLC  in 
Raleigh,  NC.  She  can  be  reached  at  uncphrmd@aol.com 


Wendy  Everhart,  PharmD  (r) 


I  4    North  Carolina  Pharmacist,  Spring  2003 


Why  would 

pharmacists  insure 

with  anyone  else? 


Call  Pharmacists  Mutual  Companies 

today  at  800-247-5930 
Pharmacists 

Mutual"  Companies 

For  more  than  90  years,  insurance  created  by  the  people  who  use  it- 
One  Pharmacists  Way,  Hwy.  18  West 
P.O.  Box  370 
Algona,  IA  50511-0370 
www.phmic.com 

Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National  Insurance  Corporation 
Pro  Advantage  Services.  Inc. 
PMC  Quality  Commitment.  Inc. 

Pharmacists  Mutual  is  endorsed  by 

the  North  Carolina  Association  of  Pharmacists 

(compensated  endorsement). 

Ron  Stoll,  LUTCF 
Summerfield,  NC  27358 
800-247-5930  ext.1 37 
ron  stoll@phmic.com 
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Medication  Errors  &  Safety  Solutions 


by  William  L  Harris 


Medication  Errors: 

Root  Cause  Analysis 

Medication  errors  occur  in  hospitals,  drug  stores,  clinics, 
nursing  homes  and  home  care.  Practitioners  are  aware  that 
medication  errors  may  cause  patient  harm  and  result  in  profes- 
sional and  public  criticism,  finger- 
pointing,  audits,  license  review,  privilege 
removal  and  lawsuits.  However,  medica- 
tion errors  also  require  accountability, 
responsibility  and  doing  the  right  thing. 
The  challenge  is  to  avoid  them,  but  when 
errors  are  detected  and  reported,  what 
should  we  do  about  them? 

Each  health  care  entity  should  investi- 
gate and  analyze  each  medication  error  to 
determine  the  cause(s)  of  the  error.  The 
Institute  of  Medicine  (IOM)  report  defines  an  error  as  "the 
failure  of  a  planned  action  to  be  completed  as  intended  (i.e.. 
error  of  execution)  or  the  use  of  a  wrong  plan  to  achieve  an  aim 
(i.e.,  error  of  planning).  Medication  errors  are  described  in 
literature  as  preventable  adverse  drug  events  (ADE).  Non- 
preventable  ADE's  are  unintended  consequences  of  medications 
which  are  ordered  and  administered  correctly,  but  result  in 
unexpected  and  untoward  effects. 

Research  has  identified  two  types  of  errors — active  errors 


Meeting  the  Challenge 


We  understand  Ihe  difficulties  that  independent  pharmacies  are  facing 
in  today's  rapidly  changing  healthcare  environment.  Despite  dispensing 
more  prescriptions  than  ever  before,  pathetic  third  party  reimbursement 
levels  and  diminishing  margins  continue  to  erode  profitability  in  your 
prescription  department.  As  a  lull-service  pharmaceutical  distributor, 
we  are  committed  to  provide  innovative  solutions  to  help  ensure  the 
success  of  our  customers. 

From  Brands... 

We  are  a  proud  sponsor  of  Pharmacy  First,  the  most  successful  and 
largest  network  of  independent  retail  and  small  chain  pharmacies  in  the 
United  States.  Pharmacy  First  offers  significant  performance-based 
rebate  dollars  on  top-selling  brand  name  drugs,  without  any  wholesaler 
directed  purchase  requirements. 

...to  Generics 

As  a  member  of  the  Opti-Source  Group,  we  are  able  to  provide  our  cus- 
tomers with  a  reliable  and  consistent  source  for  quality  generics  at  the 
lowest  possible  prices. 

BELLAMY      KING 

Providing  exceptional  value  and  outstanding  service  to  retail, 
alternate  care  and  hospital  pharmacies  for  over  100  years. 

1-800-800-8748 

411  Landmark  Drive  •  Wilmington.  NC  28412 


www.pharmacysupplier.com 


and  latent  errors.  Active  errors  occur  at  the  local  or  individual 
level  and  the  effects  are  immediate.  Latent  errors  refer  to 
conditions  and  factors  beyond  control  at  the  local  level,  such  as 
system  design,  faulty  equipment,  organizational  infrastructure  or 
decisions  made  prior  in  time  to  when  the  error  occurs.  Study  of 
the  interaction  between  active  and  latent  errors  led  to  the 
national  focus  on  system  errors  rather  than  blaming  the  indi- 
vidual at  the  local  level. 

The  patient  safety  movement  had  its  beginnings  in  1995  in 
reaction  to  media  coverage  of  the  death  of  Betsy  Lehman,  a 
Boston  Globe  reporter,  resulting  from  chemotherapy  error.  Her 
case  symbolized  a  breakdown  in  all  the  systems  in  place  to 
protect  patients  from  harm.  Three  principles  of  the  patient  safety 
movement  are  to  ( 1 )  adopt  a  systems  approach  to  understand 
how  breakdowns  occur,  (2)  move  beyond  the  culture  of  blame  to 
learn  about  factors  in  system  failures  and  (3)  promote  partner- 
ships with  all  health  care  stakeholders  towards  the  goal  of 
improving  health  care  systems  to  prevent  patient  harm. 

Do  not  confuse  the  phrase  "To  Err  is  Human"  with  the  main 
message  that  fixation  on  human  error  may  lead  to  misleading 
and  shallow  explanations  of  the  root  causes  of  adverse  events. 
Examining  human  error  may  simply  be  the  first  step  in  the 
investigative  process  to  understand  why  the  failure  occurred. 
One  approach  to  determining  the  true  cause  of  an  error  is  called 
root  cause  analysis,  which  seeks  to  discover  basic  and  contribu- 
tory causes  of  error  with  the  goal  of  preventing  recurrence. 

Basic  steps  in  root  cause  analysis  include: 

(1)  Understanding  the  error  (what  went  wrong)  which  includes 
analyzing  the  breakdown  and  the  known  facts  of  when,  where, 
conditions  at  the  time  and  other  information  about  how  things 
usually  work.  Do  not  stop  with  this  preliminary  data  or  con- 
clude that  the  investigation  is  over. 

(2)  Collect  all  materials  and  supporting  information,  such  as 
documentation,  logs,  lot  numbers,  labels,  products  and  equip- 
ment related  to  the  error. 

(3)  Investigators  should  utilize  the  principles  of  the  "Five  Whys" 
to  force  closer  examination  of  factors  related  to  the  error.  For 
example,  if  a  prescription  was  filled  with  incorrect  medication 
which  resulted  in  patient  harm,  why  was  there  a  mix-up?  If  the 
drug  names  are  similar,  why  was  the  wrong  bottle  selected  from 
the  shelf?  If  this  medication  was  intended  for  another  patient, 
why  was  the  medication  sitting  next  to  this  patient's  prescrip- 
tion? If  this  prescription  log  has  the  correct  drug  name  for  this 
patient,  why  was  the  error  not  detected?  Why  did  the  lot  number 
not  match  the  medication  dispensed?  If  the  pharmacist  usually 
opens  the  prescription  container  and  checks  the  product  inside, 
why  not  this  time?    Why  was  the  error  not  caught  when  the 
patient  was  counseled?  Why  was  the  patient  not  counseled? 
Five  questions  is  not  a  limit.  Continue  this  process  until  all  areas 
and  procedures  are  examined. 

(4)  Talk  with  personnel  involved  to  understand  their  story  of 
how  the  error  occurred.  Be  careful  of  your  approach  and  tone  to 
be  supportive,  understanding  and  caring,  rather  than  accusatory 
and  negative.  Explain  that  you  need  their  help  in  understanding 
the  cause  and  finding  methods  to  prevent  recurrence.  Human 
factors  such  as  fatigue,  interruptions,  multi-tasking,  memory 


I  6    North  Carolina  Pharmacist,  Spring  2003 


lapse,  communication,  distractions,  relationships  and  others  may 
divulge  information  about  working  conditions  and  interactions. 

(5)  Investigate  all  equipment,  software  and  resources  in  use  at 
the  time  to  ensure  good  working  condition. 

(6)  Perform  a  simulation  of  the  process  if  possible  to  determine 
if  there  are  other  factors  that  were  not  remembered  or  reported. 

(7)  Investigate  environmental  factors  and  workplace  conditions 
at  the  time  the  error  occurred. 

(8)  Review  the  skills,  training  and  adherence  to  policies  and 
procedures  for  all  personnel  involved.  Check  staffing  levels  to 
determine  if  it  differs  from  usual  staffing  and  working  condi- 
tions. 

(9)  Determine  if  appropriate  supervision  occurred. 

After  the  investigation  is  completed,  a  final  report  is  written 
which  describes  ( 1 )  what  happened.  (2)  the  human  factors 
involved,  (3)  systems  or  processes  that  failed  or  need  changes, 
(4)  any  equipment  factors,  (5)  controllable  environmental 
factors.  (6)  uncontrollable  external  factors  and  (7)  other  factors 
which  may  have  contributed.  Each  system  failure  or  breakdown 
that  is  identified  should  be  addressed  in  the  report  with  recom- 
mended changes  or  actions  that  can  be  taken  to  prevent  recur- 
rence. Actions  should  be  assigned  to  persons  or  groups  who 
have  the  responsibility  and  resources  to  get  the  problems  and 
system  failures  corrected. 

Findings  of  the  investigation  and  plans  to  make  changes  and 
improvements  must  be  communicated  to  those  involved  and 
other  area  staff  with  appropriate  efforts  not  to  embarrass  anyone 
or  harm  working  relationships.  In  a  non-punitive,  system-based 
approach  to  encourage  reporting  with  the  future  goal  of  error 
reduction,  managers  should  avoid  punishment  of  individuals  and 
look  for  other  methods  to  hold  employees  accountable.  Ac- 
countability to  identify  safety  problems,  unreliable  equipment, 
hazardous  working  conditions  and  faulty  procedures  is  a  shared 
responsibility  in  the  workplace.  Managers,  team  leaders  and 
staff  are  all  accountable  to  identify  deficiencies  in  systems. 


CONTINUING 
EDUCATION 

In  order  to  better  serve  our  members, 
NCAP  will  mail  a  special  CE  Supplement 
only  to  members  who  request  it.  CE  is  no 

longer  published  in  North  Carolina 
Pharmacist,  leaving  more  room  for  news  of 

interest  to  all  readers.  As  always, 

Continuing  Education  is  available  only  to 

members.  Members  who  would  like  to  be 

added  to  the  mailing  list  for  CE  should 

contact  Teressa  Reavis  at 

teressa@ncpharmacists.org  or  call 

919.967.2237  ext.  27. 

Sponsored  by 


Pharmacia 


procedures  and  resources  which  ma)  lead  to  errors  if  not 
corrected. 

Depending  upon  the  health  care  facility  or  entity,  the  report 
should  be  discussed  with  the  patient  safely  committee,  peer 
reviewers  in  allied  health,  medication  error  team,  management 
and  employees.  Interactive  communication  between  these 
groups  about  the  findings  and  recommendations  is  essential  to 
understanding  and  improving  the  systems.  The  lessons  that  are 
learned  in  the  investigation  of  one  error  may  prevent  another 
patient's  harm — the  primary  purpose  for  encouraging  all 
medication  errors  to  be  reported  and  analyzed.  That  is  why  the 
patient  safety  movement  focuses  on  the  systems  that  fail,  not  the 
individual.  ♦ 

About  the  Author... 

William  L  Hams.  RPh,  MS,  Clinical  Pharmacist,  Medication  Safety  and  Quality 
Improvement,  Pharmacy  Department,  Duke  University  Health  System.  He 
con  be  reached  at  harn034@mc.duke.edu 
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It's  these  distinctive  offerings  that  put  RPh  on  the  go*  miles  ahead  of  our 
competition.  If  you  are  a  pharmacist  looking  for  exciting  opportunities,  great  pay, 
flexible  schedules,  and  unparalleled  benefits  and  rewards,  we're  the  company  you 
should  know  and  work  for. 

We  like  to  have  fun,  and  find  new  ways  to  thank  our  employees.  That's  why  we 
created  a  unique  Rewards  on  the  Go  program.  What's  this  program  all  about? 
It  allows  employees  to  build  "prize  points"  for  the  hours  they  work.  Just  think. . . 
earning  points  just  for  doing  your  job!  Our  employees  then  redeem  these  points 
for  great  merchandise  that  they  select  from  several  options. 


At  RPh  on  the  go*,  we  are  an  employer  like  any 
other  with  opportunities  and  benefits  like  no  one  else. 
We  invite  you  to  find  out  for  yourself  what  makes 
RPh  on  the  go'  different  Call  1-800-553-7359 
Or  take  advantage  of  our  no-risk  registration  by  visiting 
our  web  site  at  www.rphonthego.com  EOE 
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Drug  Diversion 
In  America 


The  illegal  diversion  of  prescription  drugs  in  the  United 
States  is  a  much  bigger  problem  than  most  realize.  Law  enforce- 
ment has  typically  been  unresponsive  to  this  national  problem 
that  has  been  reported  to  be  25-30  percent  of  the  overall  drug 
problem,  according  to  years  of  statistics  from  the  Drug  Abuse 
Warning  Network  (DAWN). 

Hydrocodone  continues  to  be  the  number  one  prescription 
drug  of  abuse  in  the  United  States.  Its  average  street  value  is 
about  six  to  eight  dollars  per  pill,  with  typical  addiction  levels  at 
15  to  20  pills  a  day.  However,  it  is  not  uncommon  for  addictions 
to  be  much  higher,  including  a  lady  that  we  documented  con- 
suming 75  extra  strength  hydrocodone  a  day  for  over  six  months. 
Needless  to  say,  acetaminophen  levels  become  very  dangerous  in 
this  kind  of  abuse. 

Oxycodone  products  are  the  second  most  abused  analgesic, 

often  involving  a  more  

hardened  abuser.  Unlike 

hydrocodone  which  is  almost 

always  taken  orally,  several  of 

the  oxycodone  products  are 

crushed  and  injected,  or  even 

snorted,  by  the  abuser.  Their 

street  value,  like 

hydrocodone,  reaches  the  six 

to  eight  dollar  range. 

OxyContin,  a  drug  primarily  abused  by  those  who  have  a 

lengthy  history  of  substance  abuse,  will  fetch  fifty  cents  to  one 

dollar  per  milligram  in  most  areas  where  abuse  has  occurred. 

There  are  many  experts  in  the  prescription  drug  field  that  feel 
that  the  benzodiazepines  are  the  biggest  diversion  problem. 
Diazepam  has  long  been  that  culprit  among  these  types  of  drugs 
with  a  street  value  average  of  about  two  to  three  dollars  per  pill. 

However,  it  seems  that  alprazolam  has  taken  the  lead  in 
benzodiazepine  abuse  over  the  past  year  or  so.  It  is  a  drug  that 
has  a  quicker  onset  than  diazepam,  and  thus  provides  a  better 
"rush"  for  abusers.  It  also  appears  that  a  younger  population  is 
being  prescribed  alprazolam,  reaching  even  down  into  the  10  to 
12  year  olds  in  the  United  States.  A  middle  school  principal  told 
me  recently  that  he  has  at  least  three  students  on  alprazolam.  The 
students  are  trying  to  persuade  their  classmates  to  have  their 
parents  take  them  to  their  doctor  to  "get  some  of  this  good 
stuff."  Alprazolam  is  the  number  one  prescription  drug  that  our 
undercover  officers  purchase  off  of  the  street  in  our  drug  task 
force. 

Carisoprodol,  although  not  a  federally  controlled  substance, 
is  nonetheless  a  significant  problem  in  the  drug  diversion  world. 
The  muscle  relaxant  can  certainly  be  abused  by  itself,  with  levels 


"Doctor  shopping"  is  one  of  the  most 
popular  ways  for  drug  diverters  to  obtain 
their  illegal  prescriptions.  Our  record  was  a 
lady  seeing  69  doctors  at  the  same  time, 
taking  her  prescriptions  to  21  pharmacies, 
and  creating  $80,000  in  health  care  fraud. 


capable  of  reaching  over  30  pills  a  day.  However,  the  bulk  of  the 
abuse  is  using  carisoprodol  in  conjunction  with  hydrocodone. 
Since  carisoprodol  metabolizes  into  meprobamate,  it  tends  to 
potentiate  the  hydrocodone  when  taken  together.  We  have  also 
found  that  carisoprodol  can  be  used  by  cocaine  addicts  to  offset 
some  of  the  withdrawal  symptoms. 

"Doctor  shopping"  is  one  of  the  most  popular  ways  for  drug 
diverters  to  obtain  their  illegal  prescriptions.  Our  record  was  a 
lady  seeing  69  doctors  at  the  same  time,  taking  her  prescriptions 
to  21  pharmacies,  and  creating  $80,000  in  health  care  fraud. 
Hydrocodone  and  diazepam  were  her  drugs  of  choice,  which  she 
was  selling  and  consuming  during  her  one  year  stint. 

A  typical  doctor  shopper  will  be  seeing  five  to  ten  physicians 
at  a  time,  creating  an  average  of  $10-15,000  in  health  care  fraud 
each  year.  Worker's  compensation,  Medicaid,  and  private  health 

insurers  are  the  victims,  while 

the  tax  paying  public  ulti- 
mately pays  for  the  fraud. 
Forged  and  altered  pre- 
scriptions are  also  still  popular 
with  some  offenders.  Finger- 
nail polish  remover  (acetone) 
removes  ball  point  pen  from 
paper.  Prescriptions  can  be 
soaked  in  acetone  to  remove 
the  ball  point  pen  ink,  leaving  a  dry,  blank,  copy.  A  more 
effective  method  is  called  "washing."  This  involves  using  a  rag 
soaked  in  acetone  and  just  removing  the  unwanted  drug  in  the 
body  of  the  prescription.  This  leaves  the  practitioner's  signature 
intact  for  inquisitive  pharmacists,  only  requiring  the  diverter  to 
write  in  the  drug  of  their  choice. 

Although  only  gaining  real  media  attention  over  the  past 
couple  of  years,  there  is  nothing  new  about  prescription  drug 
abuse.  The  reality  is  that  it  is  not  going  away  any  time  soon,  and 
law  enforcement  needs  to  begin  to  do  a  better  job  of  collaborat- 
ing with  health  professionals  to  address  this  issue.  This  part  of 
the  drug  war  is  no  different  than  the  illicit  substances,  it  requires 
a  combination  of  enforcement,  education,  and  treatment,  to  make 
real  headway  toward  the  reduction  of  abuse.  ♦ 

About  the  Author... 

Commander  John  Burke  is  the  current  head  of  the  Warren-Clinton  County 
Ohio  Drug  Task  Force.  He  is  retired  from  the  Cincinnati  Police  Division  where 
he  was  in  charge  of  the  Pharmaceutical  Diversion  Squad  for  nine  years.  He  is 
also  the  national  Vice  President  of  the  National  Association  of  Drug  Diversion 
Investigators,  and  the  owner  of  Pharmaceutical  Diversion  Education  Inc.  He 
can  be  reached  via  e-mail  at  burke@naddi.org 


I  8    North  Carolina  Pharmacist.  Spring  2003 


NC  Pharmacist  Recovery  Network 
Addressing  the  Issue  of  Impaired  Pharmacy  Professionals 


by  Dave  Marley 


The  issue  of  substance  abuse  and  impairment  is  not  new  to 
the  profession  of  pharmacy,  or  other  healthcare  professions. 
What  is  relatively  new  is  the  concept  of  protecting  the  public 
from  the  harm  that  can  be  caused  by  an  impaired  pharmacist. 
This  can  be  done  by  creating  programs  designed  specifically  to 
provide  early  identification  of  the  impairment,  temporary 
removing  the  impaired  pharmacist  from  practice,  and  assisting 
them  in  getting  the  help  they  need  to  overcome  this  fatal  disease. 
This  is  the  mission  of  the  North  Carolina  Pharmacist  Recovery 
Network  (NCPRN).  to  provide  early  identification  and  treatment 
to  impaired  pharmacists,  pharmacy  students,  and  pharmacy 
technicians.  To  date  we  have  assisted  over 
1 50  pharmacy  professionals  in  the  state  of 
North  Carolina,  with  a  current  caseload  of  7X 
clients. 

Legal  and  regulatory  enforcement  also 
*V  ^      I    plays  a  critical  role  in  reducing  the  harm 

associated  with  impaired  professionals,  and 
often  provides  the  motivation  for  an  indi- 
vidual to  either  get  or  stay  clean  and  sober. 
Unfortunately,  in  many  cases  an  impaired 
professional  will  practice  impaired  for  many 
years  before  they  are  caught  by  law  enforcement  or  a  licensing 
Board.  This  is  not  a  negative  reflection  on  these  agencies,  but 
rather  a  reflection  of  the  efforts  to  which  many  addicts  will  go  to 
keep  their  drug  or  alcohol  problem  a  secret. 

Often  however,  someone  else  such  as  a  colleague,  co-worker, 
family  member  or  friend  who  is  not  in  an  enforcement  position 
will  become  aware  of  the  impairment,  and  while  you  could  argue 
everyone  has  a  responsibility  to  report  such  behavior  to  the 
authorities,  human  nature  combined  with  friendship  often 
inhibits  such  reporting.  Put  simply,  often  times  others  are  aware 
of  the  impairment  but  don't  want  to  get  their  friend  into  trouble. 
In  these  cases,  having  a  non-punitive  alternative,  such  as 
NCPRN.  that  the  concerned  coworker  or  family  member  can 
rum  to,  can  provide  for  early  intervention  and  removal  of  the 
impaired  pharmacist  from  practice. 

Once  in  the  NCPRN  program,  the  client  is  required  to  adhere 
to  a  five-year  contingency  monitoring  agreement,  the  contin- 
gency being  that  they  must  comply  with  the  program  monitoring 
parameters  and  stay  clean  and  sober  in  order  to  remain  anony- 
mous to  the  authorities.  It  is  this  reliance  on  the  threat  of 
negative  legal  and  regulatory  consequences  combined  with  good 
treatment  and  relapse  prevention  that  provides  for  much  of  the 
success  of  the  NCPRN  program.  In  cases  that  do  get  reported  to 
the  authorities.  NCPRN  can  still  provide  valuable  assistance  in 
getting  them  the  help  they  need,  and  walking  with  them  through 
their  legal  and  regulatory  issues,  and  most  will  eventually  get 
their  pharmacy  license  reinstated. 

While  these  types  of  programs  have  been  in  place  for 
physicians  for  over  20  years.  North  Carolina  is  one  of  a  handful 
of  states  fortunate  to  have  a  fulltime  program  for  impaired 
pharmacists.  Currently.  NCPRN  is  monitoring  78  cases,  39  of 
which  were  intervened  upon  prior  to  any  formal  investigation  by 
the  authorities.  Regardless  of  what  your  feelings  are  about 


addiction,  most  would  agree  that  the  public  is  being  served 
because  these  39  cases  (who  would  otherwise  still  he  practicing) 
have  been  removed  from  pharmacy  practice  while  they  are 
impaired. 

What  Can  You  Do? 

First  and  foremost  if  you  are  an  impaired  pharmacist,  or  con- 
cerned about  a  potentially  impaired  pharmacist  and  you  are 
reading  this  article,  pick  up  the  phone  and  call  NCPRN  today. 
One  thing  is  certain,  an  addict  or  an  alcoholic's  life  will  only  get 
worse,  never  better  until  they  get  sober.  If  you  are  practicing 
impaired,  you  will  eventually  get  caught,  and  then  you  will  face 
significant,  legal,  regulatory,  and  financial  consequences,  much 
of  which  can  be  avoided  simply  by  calling  NCPRN. 

Above  all,  if  you  are  aware  of  someone  who  has  a  drug  or 
alcohol  problem,  and  it  is  affecting  their  abilities  as  a  pharmacy 
professional,  DO  SOMETHING!  If  you  are  more  comfortable 
calling  the  authorities  rather  than  NCPRN,  do  it.  Either  way,  a 
phone  call  to  NCPRN,  the  Board  of  Pharmacy,  or  the  police  just 
might  be  what  it  takes  to  save  a  colleague's  life.  ♦ 

About  the  Author... 

Dove  Marley,  PharmD,  RAS  is  Executive  Director  of  North  Carolina  Pharmacist 
Recovery  Network,  Inc. 

Warning  Signs  of  Impairment 

Physical  Changes 

•  Change  in  appearance/poor  hygiene 

•  Looks  tired/insomnia 

•  Frequent  shaking  and/or  sweating 

•  Loss  of  appetite/weight  loss 

•  Slurred  speech 

Behavioral  Changes 

•  Mood  swings 

•  Loss  of  memory/blackouts 

•  Withdrawal  from  friends  and  social  activities 

•  Extreme  temper,  mistrusting,  anxious,  depressed, 
irritable 

Performance  Changes 

•  Disorganized 

•  Increased  number  of  prescription  errors 

•  Increased  number  of  customer  complaints 

•  Frequent  absences 

•  Request  extra  shifts/Tloating"  in  other  stores 

•  Coming  in  to  work  on  day  off 

North  Carolina  Pharmacist 

Recovery  Network  Helpline 

336-774-6555 

www.ncprn.org  or  ncprn@msn.com 

"Pharmacists  Helping  Pharmacists" 
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Rx  Systems,  Inc. 

121  Point  West  Blvd.  •  St.  Charles,  MO  63301 
Tel:  (636)  925-0001  •  Fax:  (636)  925-0041 

(800)  922-9142 


email:  sales@rxsystems.com 
www.rxsystems.com 


Manufacturer  & 
Distributor  of 

Laser  Labels 

Pin-Fed  Labels 

Paper  Bags 

Vials 

Pill  Cards 

Filling  &  Sealing  Equipment 

Medication  Carts 

Home  Health  Care  Products 

Pharmacy  Equipment 

Customer  Service 
Is  Our  Business! 


Assistance  With  HIPAA 

Regulations  Now 
Available  Through  NCAP 

NCAP  is  endorsing  three  different  resource 
materials  to  help  you  comply  with  HIPAA  (Health 
Insurance  Portability  and  Accountability  Act)  regula- 
tions. NCAP  members  will  receive  a  significant  price 
discount  on  these  products. 

Option  One:  Web-based  Compliance 
Products  for  Pharmacies  from 
HIPAAdocs. 

HIPAAdocs  is  a  Web-based  solution  that  allows 
for  continuous  legislative  updates  and  provides 
pharmacy  specific  curriculum  accessed  from  your 
computer.  It  includes  testing  and  certification  for 
each  user,  a  Gap  Assessment  Tool,  a  Risk  Manage- 
ment Register,  and  on-line  policy  generating  tem- 
plates. Visit  the  NCAP  Web  site  to  purchase  this 
service. 

Option  Two:  HIPAA  Privacy  Compliance 
Manual  for  pharmacies  from  NACDS. 

NCAP  and  the  National  Association  of  Chain 
Drug  Stores  have  teamed  up  to  offer  you  a  HIPAA 
Privacy  Compliance  Manual  developed  specifically 
for  pharmacists  and  pharmacies.  The  Compliance 
Manual  includes  summaries  and  outlines  of  the 
privacy  requirements,  samples  of  the  necessary 
forms,  policies  and  procedures,  and  free  updates  — 
all  in  PLAIN  ENGLISH. 

Option  Three:  HIPAA  Compliance 
Handbook  for  Community  Pharmacies 
from  the  National  Community  Pharma- 
cists Association. 

NCAP  is  pleased  to  bring  you  the  new  NCPA 
HIPAA  Compliance  Handbook  for  Community 
Pharmacy  written  by  a  pharmacist/attorney  specifi- 
cally for  community  pharmacy.  The  Handbook 
deciphers  the  complex  HIPAA  regulation  and  pro- 
vides usable  solutions  for  small  business  owners. 

For  pricing  and  more  information 

about  these  products  visit 
http://www.ncpharmacists.org  or 
call  NCAP  at  919.967.2237,  ext.  25 
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m  New  Practitioners 


Update  on  NC  Community  Pharmacy  Residencies 


Community  Pharmacy   Residencies 
(CPR's)  are  the  newest  type  of  postgradu- 
ate training  available  to  provide  further  edu- 
cational experiences 
by  Christies.  Hughes     for  the  pharmacis, 

practitioner.  Pharmacy  Practice  Residencies 
have  been  around  tor  more  than  twenty  years 
and  mainly  focus  on  hospital  pharmacy. 
Specialty  residencies  then 
emerged  to  provide  a 
more  focused  training  and 
clinical  experience  in  spe- 
cific areas  such  as  pri- 
mary care,  transplanta- 
tion, and  cardiology,  to 
name  a  few. 

The  American  Phar- 
macists Association 
(APhA)  began  the  Com- 
munity Pharmacy  Resi- 
dency Program  (CPRP)  in 
1986.  Currently  there  are 
over  30  CPR's  in  more 
than  80  practice  sites 
throughout  the  country. 
In  North  Carolina,  there 
are  seven  CPR  practice 
sites.1  Three  of  these  sites  are  affiliated  with 
UNC-Chapel  Hill  School  of  Pharmacy  and 
four  with  Campbell  University  School  of 
Pharmacy.  An  eighth  community  pharmacy 
practice  site  will  be  added  this  July  and  will 
fall  under  the  UNC  umbrella. 

The  purpose  of  the  CPR  is  to  provide  a 
concentrated  experience  that  develops  the 
residents  competence  and  confidence  in 
patient  care,  management  and  ownership, 
pharmacy  education,  and  research.2  In  do- 
ing so.  they  are  equipped  to  meet  the  chal- 
lenges presented  to  community  pharmacy  by 
the  rapidly  changing  health  care  system,  the 
myriad  of  third-party  payers,  the  implemen- 
tation of  pharmaceutical  care,  the  explosion 
of  drug  and  therapeutics  information,  and 
the  needs  of  society  for  improving  patient 
care  and  monitoring  of  therapeutic  out- 
comes.' 

The  North  Carolina  community  phar- 
macy residents  have  had  a  wealth  of  oppor- 
tunities during  their  yearlong  program.  Each 
residency  differs  according  to  the  specific- 
site  (independent  or  retail  store)  and  has  its 
own  unique  patient  demographics  and  phar- 
macy services.  Over  the  course  of  the  year. 


residents  have  developed  their  ow  n  projects 
to  enhance  patient  care.  Some  examples  of 
those  projects  include  one-on-one  medica- 
tion reviews  or  brown  bags,  diabetic  shoe 
fittings,  and  diabetes  education  classes. 
These  residency  projects  help  promote  ser- 
vices in  the  pharmacies  and  also  give  the 
resident  experience  in  the  formulation  and 


NC  Residents  (I  to  r):  Jennifer  Hopson  of  Ward  Drug.  Tracey  Simmons  of  Area  L 
AHEC.  Gretchen  Jenkins  of  Central  Pharmacy,  Beth  Spencer  of  Moose  Pharmacy. 
Dawn  Prevette  of  Kerr  Drug-Mount  Pleasant  (MUSC).  Christie  Hughes  of  Kerr  Drug- 
Chapel  Hill.  Dianne  Shakinovsky  of  Kerr  Drug-Benson,  not  pictured  Kathenne  Heller  of 
Kerr  Drug-Ashevllle. 


completion  of  a  research  project.  These 
projects  are  then  presented  at  national  and 
regional  pharmacy  meetings  to  share  the 
projects"  findings. 

Each  community  pharmacy  residency  is 
tailored  to  the  resident's  goals  and  interests. 
The  residency  preceptors  and  directors  fa- 
cilitate the  completion  of  these  goals  by  set- 
ting up  elective  rotations  in  the  residents' 
areas  of  interest.  These  elective  rotations 
may  be  longitudinal  (spread  out  over  the 
course  of  the  year)  or  as  short  as  a  week  to  a 
month,  and  range  from  pharmacy  staffing 
to  working  in  an  ambulatory  care  clinic,  to 
teaching  classes  at  a  local  school  of  phar- 
macy or  in  the  community.  Each  resident  is 
allowed  the  flexibility  to  optimize  his/her 
experiences.  This  in  turn  allows  the  resi- 
dent to  grow  as  a  practitioner  and  become 
better  equipped  to  care  for  patients  no  mat- 
ter the  setting. 

One  of  my  favorite  questions  is  "What 
are  you  going  to  do  at  the  completion  of  your 
residency?"  This  question  was  first  asked 
in  October  when  I  was  finally  settling  in  and 
getting  comfortable  with  my  residency. 
There  are  many  job  opportunities  open  to 


community  pharmacy  residents  at  the  end 
of  their  resident  year.  Former  North  Caro- 
lina community  pharmacy  residents  now 
hold  positions  promoting  and  delivering 
pharmaceutical  care  sen  ices  in  independent 
and  chain  retail  pharmacy,  have  faculty  po- 
sitions with  various  schools  of  pharmacy 
throughout  the  United  Slates,  and  work  in 
industry.  In  the  fall.  1  will 
be  working  in  Western 
North  Carolina  with  a 
Medication  Assistance  Pro- 
gram. I  will  also  practice 
in  several  clinics  to  develop 
collaborative  services  with 
physicians  and  provide 
medication/disease-state 
management  to  local  senior 
citizens.  With  the  wealth  of 
experiences  our  Commu- 
nity Pharmacy  Residencies 
have  afforded  us.  we  set  out 
determined  and  equipped  to 
make  a  difference  not  only 
in  the  world  of  pharmacy, 
but  most  importantly,  in  our 
patients'  lives.  ♦ 
References:  http://www.aphanet.org.  American  Phar- 
macists Association  (APhAl  web  site.  Revised  May 
2002.  Accessed  Feb  28.  2003. 
http://www.communires.com.  CummuniRes  web  site. 
Revised  Januar)  2003.  Accessed  Feb  2s.  21103 

About  the  Author... 

Christie  S.  Hughes,  PharmD  is  a  UNC-Chapel  Hill 
Community  Pharmacy  Resident  at  Kerr  Drug, 
University  Mall,  Chapel  Hill.  She  con  be  reached  at 
Christie  fiughes02@yahoo.com 


CPR  Practice  Sites 

Campbell  University: 

•  Kerr  Drug,  Patton  Ave.,  Asheville 

•  Central  Pharmacy,  Durham 

•  Kerr  Drug,  Benson 
•Ward  Drug,  Nashville 
UNC-Chapel  Hill: 

•  Moose  Drug.  Concord 

•  Kerr  Drug,  University  Mall,  Chapel  Hill 

•  Kerr  Drug,  Lassiter  St.,  Raleigh 

•  Area  L  AHEC,  Jackson 

•  Futrell  Pharmacy  Services,  Rocky 
Mount 

•  McDowell's  Pharmacy,  Scotland  Neck 

•  Scotland  Neck  Family  Medical 
Center,  Scotland  Neck 
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Call  for  Nominations:  NCAP  Elections  and  Awards 


NCAP  ELECTIONS 

Deadline  for  Nominations,  July  1,  2003. 

NCAP  will  elect  a  2004  President- 
Elect  (to  serve  as  President  in  2005,  3- 
year  term)  and  two  At-large  Board 
members  (3-year  terms).  Members  may 
submit  nominations  or  requests  to  be 
considered  for  these  positions.  Send  to 
NCAP  Nominations  Committee.  109 
Church  Street,  Chapel  Hill,  NC  275 16 
(FAX  919-968-9430  or  e-mail  to 
I  inda  @  ncpharmacists.org) 
Acute  Care  Practice  Forum:  The 
Practice  Forum  will  elect  a  Chair-Elect 
(3-year  term),  three  Executive  Commit- 
tee members  (3-year  terms)  and  two 
Delegates  to  ASHP  (3-year  terms). 
Members  of  the  Practice  Forum  may 
submit  their  nominations  to  Anna 
Garrett,  Chair  of  the  Acute  Care  Practice 
Forum.  FAX  336-887-7246  or  e-mail  to 
anna.  garrett@cornerstonehealthcare.  com. 
Ambulatory  Care  Practice  Forum: 
The  Practice  Forum  will  elect  a  Chair- 
Elect  (3-year  term)  and  one  Executive 
Committee  member  ( 1-year  term). 
Members  of  the  Practice  Forum  may 
submit  their  nominations  to  Jennifer 
Burch,  Chair  of  the  Ambulatory  Care 
Practice  Forum.  FAX  919-220-6307  or  e- 
mail  tojeburch@aol.com. 
Technician  Practice  Forum:  The 
Practice  Forum  will  elect  a  Chair-Elect 
(3-year  term)  and  2004  Chair  (2-year 
term).  Members  of  the  Practice  Forum 
may  submit  their  nominations  to 
Michelle  Valentine.  Chair  of  the  Nomi- 
nations Committee.  E-mail  to 
MAVCPHT@aol.com  or  FAX/e-mail  to 
NCAP  at  919-968-9430/ 
linda@  ncpharmacists.org. 

AWARD  NOMINATIONS 

It  is  a  privilege  for  the  North  Carolina 
Association  of  Pharmacists  to  recognize 
excellence  within  the  profession.  NCAP 
will  hold  its  Awards  Ceremony  during 
the  Convention  October  27-29  in 
Research  Triangle  Park,  NC.  The  Board 
of  Directors  invites  NCAP  members  to 
make  nominations  for  the  following 
awards.  Nominations  must  include 
biographical  data  on  the  nominee  for 
review  by  the  Awards  Committee. 
Submit  to  Awards  Committee.  NCAP, 
109  Church  Street,  Chapel  Hill,  NC 
27516,  Telephone  800-852-7343:  FAX 
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919-968-9430  or  e-mail 
linda@ncpharmacists.org. 
Don  Blanton  Award:  Presented  to  the 
pharmacist  who  has  contributed  most  to 
the  advancement  of  pharmacy  in  North 
Carolina  during  the  past  year.  This 
award  was  established  by  Charles 
Blanton  in  memory  of  his  father.  Don 
Blanton.  who  served  the  North  Carolina 
Pharmaceutical  Association  as  President 
in  1957-58. 

Elan  Innovative  Pharmacy  Practice 
Award:   Presented  to  a  pharmacist 
practicing  in  North  Carolina  who  has 
demonstrated  Innovative  Pharmacy 
Practice  resulting  in  improved  patient  care. 
Pharmacists  Mutual  Distinguished 
Young  Pharmacist  Award:  Criteria  for 
this  award  are:   ( 1 )  Entry  degree  in 
pharmacy  received  less  than  10  years  ago 
(1993  or  later  graduation  date);  (2) 
Licensed  to  practice  pharmacy  in  NC;  (3) 
Actively  practices  retail,  institutional, 
managed  care  or  consulting  pharmacy; 
(4)  Participates  in  national  pharmacy 
associations,  professional  programs,  state 
association  activities  and/or  community 
service. 

Wyeth-Ayerst  Bowl  of  Hygeia  Award: 
Criteria  for  this  award  are:  ( 1 )  Licensed 
to  practice  pharmacy  in  NC:  (2)  Has  not 
previously  received  the  Award:  (3)  Is  not 
currently  serving  nor  has  he/she  served 
within  the  immediate  past  two  years  on 
its  awards  committee  or  as  an  officer  of 
the  Association  in  other  than  an  ex 
officio  capacity;  (4)  Has  compiled  an 
outstanding  record  of  community 
service,  which,  apart  from  his/her 
specific  identification  as  a  pharmacist, 
reflects  well  on  the  profession. 
Pharmacist/Technician  of  the  Year: 
Each  Practice  Forum  will  honor  a 
Pharmacist/Technician  of  the  Year. 
Criteria  are:  ( 1 )  Service  to  the  profes- 
sion. (2)  Contributions  to  pharmacy 
programs;  (3)  Cooperation  with  the 
entire  health  care  team  and  (4)  Service  to 
the  community.  Members  of  the  Practice 
Forum  may  submit  nominations  for  these 
awards.  Nominations  must  include 
biographical  data  on  the  nominee. 
Acute  Care:   Submit  nominations  to 
Jane  Younts.  Chair  of  the  Acute  Care 
Nominations  Committee.  FAX  336-623- 
7654  or  e-mail  jyounts@morehead.org. 
Ambulatory  Care:    Submit  nomina- 


tions to  Jennifer  Burch,  Chair,  Ambula- 
tory Care  Practice  Forum.  FAX  to  919- 
220-6307  ore-mail  tojeburch@aol.com. 
Technician:    Submit  nominations  to 
Michelle  Valentine.  Chair.  Technician 
Practice  Forum.  E-mail  to 
MAVCPHT@aol.com  FAX  /  e-mail  to 
NCAP  at  919-968-9430/ 
linda@ncpharmacists.org. 

CONTINUING  EXCELLENCE 
PROGRAM  NOMINATIONS 

Deadline  for  applications,  August  1,  2003. 

The  purpose  of  the  Continuing 
Excellence  Program  is  to  recognize 
individuals  who  have  distinguished 
themselves  through  sustained  service  to 
the  profession  and  the  public  and  to 
promote  an  awareness  of  NCAP  and  the 
profession  of  Pharmacy  among  the 
public  and  other  health  professions. 
Program  Criteria  and  application  form 
will  be  available  on  the  NCAP  Web  site 
at  www.ncpharmacists.org  or  you  may 
contact  Linda  Goswick  at  NCAP  800- 
852-7343,  FAX  919-968-9430,  e-mail 
linda@ncpharmacists.org.  Award 
recipients  will  be  recognized  at  the 
October  Convention  in  Research 
Triangle  Park. 


m  Small  Dose 


NCAP  Member  Receives 
High  Honor  from  ASHP 

NCAP  member  Jim  McAllister, 
Director  of  Pharmacy  at  UNC  Hospitals 
and  Assistance  Dean  at  UNC  School  of 
Pharmacy,  will  receive  the  Harvey  A.  K. 
Whitney  Lecture  Award  this  year  at  the 
ASHP's  Summer  Meeting  in  San  Diego. 
We'd  like  to  congratulate  him  on  receiv- 
ing ASHP's  highest  honor. 

CGP's  Recently  Certified 

The  Commission  for  Certification  in 
Geriatric  Pharmacy  (CCGP)  administered 
the  1 1th  certification  exam  last  Novem- 
ber and  1 1 1  of  the  1 22  pharmacists  who 
sat  for  the  exam  earned  a  passing  score. 
Congratulations  to  the  following  NCAP 
members  who  are  now  Certified  Geriatic 
Pharmacists:  Bobbie  H.  Hall  of  Dunn. 
Benford  E.  Morse  of  Kinston.  Margaret 
A.  Sgritta  of  Mooresville.  and  Kenneth 
W.  Tuell  of  Holly  Springs. 


Calendar 

May  14:  "Update  on  NC  Pharmacy"-  Free 
CE  Moses  Cone  AHEC,  Greensboro 

6:30pm  refreshments,  7:00  -  9:00pm 
program.  Speakers:  Fred  Eckel,  Exec,  Dir. , 
NCAP;  William  Campbell,  Dean.  UNC 
School  of  Pharmacy;  David  R.  Work,  Exec. 
Dir.  NCBOP.  Pre-registration  required. 
Contact  NCAP  or  visit  the  NCAP  Web  site 
for  a  registration  form. 


May  21 :    "Update  on  NC  Pharmacy"-  Free 
CE  Wingate  University,  Monroe  6:30pm 
refreshments,  7:00  -  9:00pm  program. 
Speakers:  Fred  Eckel,  Exec.  Dir.,  NCAP; 
Robert  Supernaw,  Dean,  Wingate  U.  School 
of  Pharmacy;  David  R.  Work.  Exec.  Dir. 
NCBOP  Pre-registration  required.  Contact 
NCAP  or  visit  the  NCAP  Web  site  for  a 
registration  form. 

May  22:    "Update  on  NC  Pharmacy"-  Free 
CE  Mountain  AHEC,  Asheville.  6:30pm 
refreshments,  7:00  -  9:00pm  program. 
Speakers:  Fred  Eckel.  Exec.  Dir..  NCAP; 
Robert  Supernaw,  Dean,  Wingate  U.  School 
of  Pharmacy;  David  R.  Work,  Exec  Dir 
NCBOP.  Pre-registration  required.  Contact 
NCAP  or  visit  the  NCAP  Web  site  for  a 
registration  form. 

May  27:    "Update  on  NC  Pharmacy"-  Free 
CE  Cape  Fear  Valley  Medical  Center. 
Fayetteville.  6:30pm  refreshments,  7:00  - 
9:00pm  program.  Speakers:  Fred  Eckel, 
Exec.  Dir..  NCAP;  Ronald  Maddox,  Dean. 
Campbell  U.  School  of  Pharmacy;  David  R. 
Work,  Exec.  Dir.  NCBOP.  Pre-registration 
required.  Contact  NCAP  or  visit  the  NCAP 
Web  site  for  a  registration  form. 

June  9  :   "Update  on  NC  Pharmacy"-  Free 
CE  Eastern  AHEC,  Greenville  7:00pm 
refreshments,  7:30  -  9:30pm  program. 
Speakers:  Fred  Eckel.  Exec.  Dir.,  NCAP; 
Ronald  Maddox.  Dean.  Campbell  U  School 
of  Pharmacy;  David  R.  Work.  Exec.  Dir. 
NCBOP.  Pre-registration  required.  Contact 
NCAP  or  visit  the  NCAP  Web  site  for  a 
registration  form. 

July  18:  NC  Residents  Leadership 
Conference,  10:00  am,  Friday  Center, 
Chapel  Hill.  For  more  information  call 
919.967.2237,  ext.  22. 

September  6-7:  18th  Annual  Pharmacy 
Practice  Seminar  Wilmington  Hilton  Hotel, 
Wilmington,  NC.  Cosponsored  by:  Coastal 
AHEC,  UNC-CH  School  of  Pharmacy  and 
NCAP's  Ambulatory  Care  Practice  Forum, 

October  27-29:  NCAP  Annual  Convention 

Sheraton  Imperial,  Research  Triangle  Park. 
For  more  information  call  919.967.2237  or 
visit  the  NCAP  Web  site  at 
www.ncpharmacists.org 


NCAP  presents  great  opportunities  for  technicians  in  your  pharmacy... 

NCAP's  Pharmacy  Technician 
Review  Seminar 

This  one-day  review  has  something  for  all  technicians: 

•  Prepare  for  the  Pharmacy  Technician  Certification  Board  Exam. 

•  If  you  are  already  certified,  earn  7  hours  of  CE  credit. 

•  As  of  July  1,  2002  the  Board  of  Pharmacy  requires  that  all  new 
technicians  complete  a  formal  training  program.  This  course  fully 
meets  the  BOP  training  requirements. 

NOTE:  May  30  is  the  deadline  to  register  for  the  July  26,  2003  PTCB 
Exam.  To  receive  a  PTCB  Exam  registration  packet  call  NCAP  at 
919-967-2237,  visit  www.ptcb.org  or  call  PTCB  at  202-429-7576. 

The  NCAP  Technician  Review  Seminar  includes: 

•  preparation  for  exam  day  •  one  hour  of  pharmacy  law  •  basic  math 

•  dispensing  calculations  •  hospital  calculations    •  commercial  calculations 

•  hospital  practice  review    •  a  review  of  the  top  200  most  widely  used  drugs 

including  side  effects,  interactions  and  counseling  tips 

The  review  is  from  8:30  am  to  5:00  pm.  Cost  including  Exam  Review  Workbook:  $65 

Locations: 

June  22  Fayetteville,  Fayetteville  Tech  Community  College 

June  28  Greensboro,  Moses  Cone  Hospital/AHEC 

June  29  Durham,  Durham  Tech  Community  College 

July  12  Charlotte,  CMC-Mercy  Hospital 

July  13  Asheville,  Asheville-BuncombeTech,  Simpson  Lecture  Hall 

To  register  for  a  review  class  call  NCAP  at 
9 1 9-967-2237,  ext.  22  or  visit  www.ncpharmacists.org 


Pharmacy  Technician  Continuing 
Education  Workbooks 

Each  of  the  three  workbooks  contain  10  hours  of  continuing  education 

for  pharmacy  technicians.  NCAP  has  priced  these  books  to  facilitate 

sharing  among  technicians.  Pharmacy  Managers,  you  can  take  advantage 

of  this  inexpensive  way  to  support  your  certified  technicians'  CE  needs 

by  purchasing  all  three  volumes. 

Volume  I  (expires  7/31/03)  articles  include: 

•  Effective  Communication  Skills  for  Pharmacy  Technicians  •  Aseptic  Technique 

•  Pharmacy  Technicians:  What  Liability  Exists  Under  North  Carolina  Law  •  Diabetes 
tiellitus  Overview  •  Calculations 

Volume  2  (expires  1/31/04)  articles  include: 

•  An  Overview  of  the  Prescription  Drug  Marketing  Act  •  Hypertension 

•  Medication  Error  Overview  •  Osteoporosis  •  Attention  Deficit  Disorder  •  Health 
Consequences  of  Smoking  and  the  Treatment  Options  for  Cessation 

Volume  3  (expires  1/31/05)  articles  include: 

•  An  Update  on  Osteoarthritis  and  Rheumatoid  Arthritis  ■  Fibromyalgia  •  Code  of 
Federal  Regulations  -A  Review  of  Selected  Regulations  •  Hyperlipidemia  Update 

•  MigraineTreatment  Options  •  Influenza  Diagnosis  and  Management 
Workbooks  are  $30.00  each.There  is  a  $10.00  charge  for  each  text  graded. 

One  retake  is  allowed  for  a  $6  charge. 

Order  your  workbooks  today  by  calling  NCAP  at 
9 1 9-967-2237,  ext.  22  or  visit  www.ncpharmacists.org 
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Computer  Systems,  Inc. 


THE  ONLY  INDEPENDENTLY  OWNED 
PHARMACY  SOFTWARE  CQMPAj^^y 

NORTH  CAROLINA       ^~ ^SfW^ 
IS  NOW  THE  FASTEST  GROWING  PMtmUJ&Y 
SOFTWARE  SUPPLIER  IN  THE  SOUTl-J. 

>-  60  pharmacies  converted  to  VIP  in  2001. 
>-  Over  40  pharmacies  converted  to  VIP  in  2002  so  far. 
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MUTUAL  DRUG 

Established  by  Pharmacists  in  1952, 

Mutual  Drug  has  been  serving 
the  needs  of  independent  pharmacies 

for  50  years. 

We  are  able  to  focus  all  of  our  attention  on  providing  the  best  programs 

and  services  for  THE  INDEPENDENT. 

As  always,  regardless  of  volume.  Mutual  Drug  treats  every  store  equally 

in  terms  of  price  and  service.  Today,  it  is  easier  than  ever  to  become  a 

Mutual  member/owner. 

For  more  information  on  joining  Mutual  Drug,  please  call 

1-800-800-8551 

North  Carolina  Mutual  Wholesale  Drug  Company  •  816  Ellis  Road'  PO  Box  411  •  Durham,  NC  27702  •  (919)  596  2151  •  www.mutualdrug.com 
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Vision,  Courage 
and  Determination 


Larry  Kryske's  book.  The 
Churchill  Factors,  has  been 
an  insightful  and  entertaining 
recent  read.  Based  on  his  hobby  of 
learning  all  he  could  about  Winston 
Churchill.  Larry  has  identified  vision, 
courage  and  determination  as  the 
"key  factors  that  helped  Churchill 
achieve  greatness.'"  This  book  and 
these  factors  are  helping  me  think 
about  NCAP's  future,  and  I  believe 
with  all  my  heart  that 
NCAP  does  have  a 
great  future,  and  we 
are  positioning 
ourselves  to  reach  it. 
However.  I  still  get 
questions  from 
members  that  suggest  not  everyone 
agrees  or  at  least  not  everyone  is  sure. 
The  recent  North  Carolina  legisla- 
tive session  is  a  good  example  of 
pharmacy's  and  NCAP's  success. 
The  North  Carolina  Pharmacy 
Legislative  Coalition  had  great 
success.  NCAP's  lobbyist  Alley  and 
Associates  and  pharmacist  Mike 
James  are  active  participants  in  the 
alliance.  The  Coalition  reports 
success  in  maintaining  the  current 
reimbursement  paid  to  pharmacists 
for  serving  Medicaid  recipients.  The 
Pharmacy  Coalition  also  was  success- 
ful in  maintaining  the  current  reim- 
bursement under  the  Children's 
Health  Insurance  Plan  (CHIP).  The 
Senate  had  proposed  lowering  this 
reimbursement  ratio  to  the  State 
Employee  Health  Plan  rate.  A 
differential  co-payment  structure  has 
been  implemented  in  the  CHIP 
Program  with  a  S 1 .00  co-pay  for 


generics  and  a  SI 0.00  co-pay  for 
brands.  Previously  the  co-pay  was 
S6.00  for  all  prescriptions.  Finally,  at 
the  last  minute,  a  special  provision 
was  included  in  the  Budget  to  make  it 
unlawful  for  a  person  to  use  a  term 
that  would  imply  that  they  are 
licensed  to  operate  a  pharmacy  or 
practice  pharmacy  in  North  Carolina 
unless  registered  with  the  North 
Carolina  Board  of  Pharmacy.  This 


".../  believe  with  all  my  heart  that 
NCAP  does  have  a  great  future,  and  we 
are  positioning  ourselves  to  reach  it." 


should  give  the  North  Carolina  Board 
of  Pharmacy  the  power  to  enforce  the 
Cease  and  Desist  Orders  for  busi- 
nesses which  are  forwarding  prescrip- 
tions to  Canada  to  be  filled  and 
returned  to  the  United  States.  This 
successful  legislative  effort  is  a  result 
of  NCAP's  vision,  determination  and 
courage  to  stay  the  course  and  work 
together  to  advance  pharmacy's 
interests. 

Recently  someone  asked  me  if  the 
merger  of  pharmacy  organizations  to 
form  NCAP  was  good  for  North 
Carolina  pharmacy.  Since  we  can  not 
go  back,  that  does  not  seem  to  me  to 
be  the  right  question.  The  better 
questions  is  how  do  we  or  can  we  use 
what  happened  to  make  North 
Carolina  pharmacy  strong?  We  may 
have  had  some  false  starts  and 
setbacks,  but  we  are  now  moving 
forward  with  vision,  courage  and 
determination.  By  reducing  NCAP 


staff  by  two  positions  we  are  living 
within  our  means,  have  money  in  the 
bank  and  continue  to  serve  members. 
We  have  outsourced  some  activities 
to  keep  costs  down  and  are  focusing 
on  serving  current  members  and 
growing  membership. 

Someone  also  asked  whether  our 
building  fund-raising  campaign  was  a 
last  ditch  effort  to  save  NCAP.  This 
is  not  the  case  because  NCAP  is 
secure.  The  NCAP 
Board  did  decide  that 
saving  the  home  of 
North  Carolina  phar- 
macy was  the  right  thing 
to  do.  To  assure  that  the 
funds  received  will  be 
used  for  their  intended  purpose,  the 
NCAP  Board  took  several  actions. 
The  building  is  going  to  be  owned 
and  managed  by  the  NCAP  Endow- 
ment Fund.  Thus,  all  donations  to  the 
Building  Fund  will  be  tax-deductible. 
Having  the  Building  Management 
Committee  oversee  the  building 
restoration  and  operation  allows 
NCAP  staff  to  concentrate  on  Asso- 
ciation business.  Finally.  NCAP 
received  word  that  the  Pharmacy 
Network  National  Corporation 
Foundation  has  provided  S50.000  in 
2003  to  match  donations  to  the 
NCAP  Building  Fund.  So  with  your 
help  this  drive  will  be  successful. 
NCAP  is  alive  and  well.  With 
vision,  courage  and  determination  we 
will  once  again  make  North  Carolina 
pharmacy  strong.  Thank  you  for 
hanging  in  there  with  us.  Your 
investment  is  paying  off.  ♦ 
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Please  Say  Yes  "I  Can" 

Help  NCAP  Preserve  the 
Institute  of  Pharmacy  Building 


Dear  NCAP  Members, 

Someone  once  said  that  two  of  the  greatest  words  in  the  English  language  are  "I  can." 
When  you  finish  reading  this  letter  I  hope  you  will  repeat  the  above  two  words  - 
"I  can."  Now,  why  do  I  want  you  to  say  this?  Please  thoroughly  read  the  following 
message: 

The  NCAP  Board  of  Directors  has  voted  not  to  sell  the  Institute  of  Pharmacy  building 
to  the  UNC  Pharmacy  Foundation.  They  have  decided  to  keep  the  building  in  the 
NCAP  Endowment.  Our  building  needs  lots  of  repairs,  so  we  are  asking  the  pharma- 
cists of  North  Carolina  to  help  by  making  donations  to  the  NCAP  Endowment  Fund. 

What  do  we  need?  We  need  to  establish  a  $200,000  fund.  The  principal  from  this  fund 
would  not  be  used,  but  the  interest  it  would  generate  would  pay  for  repairs  and  upkeep 
of  the  building. 

Are  you  ready  to  accept  a  challenge?  If  we  can  raise  $50,000  we  will  receive  a  match- 
ing grant  from  the  Pharmacy  Network  National  Corporation  Foundation.  This  would 
put  us  at  the  halfway  mark  but  we'll  need  an  additional  $100,000  to  achieve  our  ulti- 
mate goal.  Please,  we  need  your  tax-deductible  contributions  in  order  to  reach  our  goal 
of  $200,000  and  preserve  our  building. 

You'll  find  a  pledge  form  in  this  journal  on  page  23.  Please  say  "I  can." 

Sincerely, 

Jack  G.  Watts,  BS  Pharm 

President 

North  Carolina  Association  of  Pharmacists 


Jack  Watts 
President.  NCAP 
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Women  in  Pharmacy 

Will  the  Rising  Number  of  Female  Pharmacists  Impact  the  Profession? 


For  the  first  time  in  history,  female  pharmacists  now 
outnumber  male  pharmacists  in  North  Carolina.  We  are 
publishing  editorials  from  female  pharmacists  who  have 
examined  this  topic  from  different  perspectives,  e.g.  working 
mothers,  retired  pharmacists,  independent  pharmacy  owners,  etc. 
These  women  are  sharing  their  views  about  how  the  increase  in 
the  number  of  female  pharmacists  may  impact  the  profession 
and  what  their  personal  experiences  have  been  as  women 
practicing  in  pharmacy.  By  taking  a  closer  look  at  this  issue,  we 
hope  to  give  employers  and  colleagues  insight  as  to  how  best  to 
relate  to  this  changing  demographic  of  the  profession. 

An  Industry  Perspective: 

Glass  Ceilings  Are  Being  Cracked 

by  Julie  Ward  Crocker,  PharmD,  MBA 
Vice  President.  New  Product  Development 
Bertek  Pharmaceuticals,  Inc. 

I  believe  my  opportunities  have  changed  during  my  22-year 
career,  but  not  so  much  due  to  an  influx  of  females  into  phar- 
macy-related positions,  but  rather  due  to  additional  educational 
experiences  leading  to  a  broader  scope  of  opportunities,  particu- 
larly within  the  pharmaceutical  industry. 

Indeed  the  influx  of  women  in  pharmacy-related  careers  is 
simply  a  demographic  shift  that  is  occurring  in  a  number  of 
fields.  Women  have  been  blazing  trails  for  so  many  years  that 
most  of  the  glass  ceilings  that  have  existed  in  a  number  of 

occupations  and  industries 
have  been  cracked  in  a 
significant  way.  When  I  began 
working  in  the  pharmaceutical 
industry  16  years  ago,  I 
noticed  that  very  few  women 
were  in  more  senior  roles. 
However,  at  that  time,  women 
were  beginning  to  penetrate  all 
functional  areas,  including 
marketing,  sales,  research  and 
development,  legal,  regulatory, 
finance,  and  clinical  research. 


Julie  Ward  Crocker.  Industry  VP 


Those  women  who  started  out  many  years  ago  are  now  moving 
up  the  ranks  into  more  senior  positions.  As  these  same  women 
continue  gaining  experience,  it  is  inevitable  that  the  number  of 
females  holding  the  title  of  CEO  and  COO  w  ill  increase.  It  is 
still  a  slow  progression  to  the  very  top,  but  it  is  happening,  even 
in  more  conservative  fields  such  as  investment  banking. 

The  very  fact  that  the  career  advice  I  would  give  a  new 
graduate  out  of  pharmacy  school  is  the  same  regardless  of 
gender,  "speaks  volumes"  about  the  changing  demographics  in 
the  workplace,  at  least  within  the  pharmaceutical  industry.  A 
couple  of  pointers  follow. 
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Only  you  are  in  charge  of  crafting  your  own  career  path. 
Don  7  be  afraid  to  try  something  new. 

Pharmacy  students,  and  most  students  in  general,  are  used  to 
taking  steps  that  are  structured  via  a  curriculum  in  order  to  make 
a  certain  grade  or  earn  a  particular  degree.  However,  there  is  no 
fixed  curriculum  in  the  working  world.  In  fact,  very  few  fields 
twith  the  possible  exception  of  public  accounting,  government 
positions,  and  the  military)  have  well-defined  career  ladders.  In 
other  words,  there  are  "no  guarantees"  that  the  effort  you  put  in 
will  be  rewarded  with  increasing  job  opportunities  and  responsi- 
bilities. This  requires  that  you  be  in  charge  of  crafting  your  own 
career  path. 

If  you  do  not  know  where  you  would  like  to  go  within  five 
years,  much  less  how  to  get  there,  seek  out  ways  to  find  out 
more.  Although  mentoring  and  networking  are  highly  touted. 
one  additional  approach  is  to  take  a  few  courses  in  an  unrelated 
field  or  area  of  interest.  For  example,  just  over  20  years  ago  I 
was  in  community  pharmacy  and  really  enjoyed  it.  However,  I 
knew  I  wanted  to  explore  other  opportunities  where  I  could 
leverage  my  pharmacy  background,  but  was  not  sure  where  to 
start.  I  took  a  few  business  courses  at  a  local  college  and  began 
to  think  about  how  I  could  combine  pharmacy  and  business  into 
a  more  nontraditional  career.  I  then  decided  to  apply  to  MBA 
school  at  UNC  and  went  back  to  school  full-time.  This  led  to  an 
internship  with  Glaxo  and  progressively  challenging  positions 
within  BuiToughs  Wellcome  and  Glaxo  Wellcome  (now  part  of 
GlaxoSmithKline).  The  varied  experiences  I  had  and  the 
valuable  contacts  I  made  within  the  industry  led  me  to  my 
current  position  within  Bertek  Pharmaceuticals,  the  branded 
products  division  of  Mylan  Laboratories  Inc.  (NYSE:  MYL). 

Achieving  a  healthy  work/family  balance  will  be  an  ongoing 
challenge  throughout  your  career,  and  your  needs  will  change 
over  time.   There  is  no  one  right  way  to  maintain  a  healthy 
balance.   The  key  is  to  find  an  approach  that  works  well  for  you 
and  your  family  in  your  specific  situation. 

Indeed  the  so-called  "women's  issues"  of  20  or  30  years  ago 
are  probably  more  accurately  described  today  as  "family  issues" 
since  females  and  males  alike  are  constantly  challenged  to  have 
a  better  workyfamily  balance.  Everyone  has  his  or  her  own 
unique  situation  to  handle  regarding  work  and  family  balance.  I 
have  two  young  children  and  do  not  wish  to  travel  as  frequently 
as  I  did  10  years  ago.  I  am  fortunate  to  be  in  a  position  that  does 
not  require  a  great  deal  of  overnight  travel.  More  importantly.  I 
have  a  very  forward  thinking  spouse  who  took  a  break  from  his 
accounting  career  to  be  a  stay-at-home  Dad  while  our  children 
are  still  very  young.  This  approach  is  certainly  not  the  norm,  but 
it  is  a  growing  trend  and  can  be  a  wonderful  solution  to  child 
care  under  the  right  circumstances  at  the  right  time.  In  fact,  this 
same  approach  would  not  have  worked  for  me  10  years  ago,  but 
works  beautifully  at  this  point.  The  key  is  to  find  an  approach 
that  works  well  for  you  and  your  family  in  your  own  specific 
situation  at  a  given  time. 


Ruth  Higgins,  Independent 
Pharmacy  Owner 


Women  Create  a  Positive  Influence 
on  the  Profession  of  Pharmacy 

by  Ruth  Higgins 

Owner,  Medicap  Pharmacy 

Black  Mountain,  NC 

I've  never  really  thought  that  there  should  be  a  distinction 
between  men  and  women  in  pharmacy.  We  all  sat  in  the  same 
classes,  took  the  same  exams  and  passed  the  same  licensing 
board  exams. 

In  any  profession,  at  some 
point,  one  has  to  set  the 
priorities  for  both  life  and 
career  goals.  At  different 
stages  of  life  people  have 
different  priorities.  Balancing 
those  career  priorities  to  meet 
the  demands  of  family,  faith 
and  profession  has,  I  feel,  been 
a  much  more  challenging 
exercise  because  I  have  been  a 
female  in,  at  least  in  the  first 
years,  a  man's  world. 

Having  spent  my  twenty- 
five  year  career  thus  far  "competing"  in  a  male  profession  I  will 
confess  that  I've  been  very  aware  that  pay  and  promotion  have 
not  been  equal.  Early  in  my  career,  I  saw  all  three  female 
pharmacists  in  one  of  my  first  positions  have  our  hours  cut  when 
the  chain  was  overstaffed  (yes,  that's  been  a  while).  When  we 
asked  why  everyone  didn't  get  an  equal  cut,  we  were  told  that 
we  were  not  heads  of  households  (no  one  cared  that  one  of  us 
had  an  unemployed  husband  at  the  time)!  Even  as  a  small 
business  owner  there  have  been  many  times  that  I'm  sure  a  male 
counterpart  would  have  been  treated  with  much  more  respect 
and  commitment. 

The  more  important  changes  I  see,  though,  are  the  positive 
ways  women  have  influenced  and  are  changing  our  profession. 
To  me,  pharmacy  has  always  been  a  way  to  make  a  difference. 
People  get  sick.  People  need  medicine.  People  need  to  know  that 
someone  cares.  People  want  the  best  care  they  can  afford.  A 
pharmacist  can  fulfill  all  those  roles.  It  may  very  well  be  that  the 
nurturing  instinct  females  often  provide  becomes  a  real  asset  as 
pharmacists  strive  to  make  the  practice  of  pharmacy  a  kinder, 
gentler,  more  supportive  act  than  the  marketplace  mentality  has 
traditionally  fostered.  Pharmacy  is  about  to  come  full  circle  with 
the  reemphasis  on  pharmaceutical  care.  Once  again,  we  are 
beginning  to  be  seen  as  more  than  someone  who  just  dispenses 
medicine  all  day. 

The  average  hours  worked  per  shift  or  per  week  have 
decreased,  resulting  in  a  greater  demand  for  pharmacists  as  the 
workload  must  be  divided  among  more  people.  But  is  that  truly 
gender  related  or  generation  related?  Pharmacy  is  a  good 
profession  that  affords  one  the  ability  to  change  priorities  and 
only  work  part  time  during  those  child  rearing  years  while  still 
enjoying  a  livable  income.  The  profession,  however,  demands 
that  we  stay  just  as  educated,  involved  and  committed.  That 
takes  time.  Any  successful  pharmacist  (male  or  female)  today 
will  need  a  support  group  of  family  and  friends  and  a  vision  that 
what  we  do  as  pharmacists  does  make  a  difference. 


There  is  no  doubt  that  women  will  continue  to  make  a 
difference,  and  that  their  roles  will  continue  to  integrate  into 
today's  healthcare  model. 

Entrepreneur  Advises  "  Work 
Hard  No  Matter  Who  You  Are  " 

by  Michelle  Childs  Jacobs,  PharmD,  RPh,  CPR  CDE 
President,  Optimal  Therapeutic  Alliance 
(Pharmacy  Consultant  Company) 

Although  men  have  been  the  traditional  pharmacist  represen- 
tative, the  increasing  presence  of  women  during  the  last  decade 
has  prompted  the  movement  for  improved  patient  care.  Women 
represent  the  majority  of  graduating  students  who  enter  into 
post-graduate  programs  such  as  residencies  and  fellowships.  It 
has  also  been  women  who  have  propelled  the  advancement  of 
pharmacy  within  the  community  setting  by  developing  commu- 
nity pharmacy  disease  state  management  programs,  community 
pharmacy  practice  residencies,  and  physician  office  based  CPP 
practices.  This  has  been  proven  with  a  study  done  by  4th  year 
Campbell  University  Pharmacy  Students  showing  that  those 
pharmacists  most  likely  to  be  interested  in  becoming  a  CPP  are 
young,  recently  graduated  females.  I  believe  with  women 
representing  the  majority  of  pharmacists  in  the  state  of  North 
Carolina,  our  patient  care  skills  will  only  continue  to  improve. 

As  I  progressed  through  my  BS  and  PharmD  curriculum  and 
my  clinical  community  ambulatory  care  specialty  residency,  I 
further  realized  the  importance  of  networking  because  of  the 
small  community  that  pharmacy  represents.  My  opportunities  in 
pharmacy  have  changed  over  the  years  as  I  have  gained  addi- 
tional clinical  experience  through  my  hard  work  during  my 
residency,  certification  programs,  various  employment  opportu- 
nities as  well  as  the  recent  development  of  my  own  pharmacy 
consultant  business.   I  feel  that  these  opportunities  have  devel- 
oped as  a  result  of  my  diligence  and  dedicated  effort  to  the 

profession.  Until  I  was  asked 
to  write  this  piece,  I  can 
honestly  say  that  I  have  never 
stopped  to  think  that  being  a 
female  pharmacist  has 
hindered  or  helped  me  in  any 
way.  My  successes  have  had 
nothing  to  do  with  my  gender, 
but  everything  to  do  with  my 
hard  work.  Too  many  people 
in  this  country  blame  others 
for  their  lack  of  success  or 
opportunity.  In  order  to  be 
successful,  you  have  to  work 
hard,  no  matter  who  you  are. 

The  idea  that  part-time  pharmacists  are  not  as  dedicated  to 
the  profession  as  full-time  pharmacists,  and  that  the  reason  for 
the  shortage  of  pharmacists  is  due  to  women  who  are  raising 
children  electing  to  work  part-time,  is  wrong.  One  should  first 
examine  the  exponential  growth  of  prescription  volume  and  the 
increase  in  the  number  of  retail  pharmacy  locations.  Then  look 
at  the  number  of  pharmacists  graduating  from  our  two  schools  of 
pharmacy,  as  it  has  recently  decreased  annually  with  the  conver- 
sion to  the  all  PharmD  program.  This  is  evidenced  by  the 
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opening  of  the  School  of  Pharmacy  at  Wingate  University  as 
well  as  talks  of  opening  a  new  School  of  Pharmacy  at  East 
Carolina  University. 

Just  as  SAS  of  Cary,  NC  provides  daycare  services,  as  well  as 
a  multiple  of  other  benefits  (fitness  center,  cafeteria  provided 
meals,  and  on-site  medical  services),  it  is  not  unreasonable  for 
other  employers  such  as  pharmacies  to  provide  such  accommo- 
dations. These  additional  benefits  have  put  SAS  of  Cary,  NC 
"on  the  map"  listing  them  as  one  of  the  top  10  employers  in  the 
country.  With  changing  times  where  both  men  and  women  play 
an  equal  role  in  the  development  of  their  family,  employers  need 
to  recognize  the  need  to  accommodate  both  male  and  female 
pharmacists. 

I  would  give  the  same  advice  to  a  female  pharmacy  student  as  I 
would  a  male  pharmacy  student.  If  you  want  to  succeed  and  help 
advance  the  profession  of  pharmacy,  you  will  need  to  be  dedicated 
and  prepared  to  work  hard.  Being  a  pioneer  of  "The  New  Frontier 
of  Pharmacy"  can  often  be  challenging,  and  the  need  for  persever- 
ance is  essential. 

Breaking  Ground:  First  Female 
Elected  to  the  Board  of  Pharmacy 

by  Evelyn  P.  Lloyd,  RPh 
Owner,  Lloyd's  Pharmacy 
Hillsborough,  NC 

My  UNC  graduating  class  of  1965  was  the  first  to  complete  the 
five-year  program  for  the  Bachelor  of  Science  degree  in  pharmacy. 
The  class  consisted  of  50  students.  40  men  and  1 0  women.  I  thought 
of  myself  as  a  pharmacy  student,  not  as  a  female  pharmacy  stu- 
dent. However,  I  recall  one  of  my  fellow  students  remarking  that 
"It  is  a  waste  of  money  for  a  woman  to  go  to  pharmacy  school.  She 

would  never  practice,  rather  she 
would  stay  at  home  and  raise 
children."  I  often  laugh  when  I 
think  of  that  comment  because 
I  have  practiced  pharmacy  full- 
time  since  graduation. 

While  in  pharmacy  school. 
Dean  E.A.  Brecht  encouraged 
me  to  become  involved  in  the 
"Student  Branches."  of  which  I 
was  elected  Secretary.  After 
graduation  I  came  back  to 
Hillsborough  and  practiced  with 
my  father  at  James  Pharmacy,  an 
independent  store.  At  first  the  patients  would  ask  to  speak  to  my 
father,  but  as  time  passed  they  would  ask  for  me.  My  father.  Allen 
Lloyd,  served  on  the  Hillsborough  Town  Board  and  I  liked  the 
idea  of  serving  the  citizens  for  whom  I  filled  prescriptions.  I  was 
asked  to  consider  seeking  an  appointment  on  the  Orange  County 
Board  of  Elections  and  I  served  on  the  Board  for  10  years.  Having 
been  active  in  the  North  Carolina  Pharmaceutical  Association.  I 
sought  office  and  served  two  member-at-large  terms.  I  became  in- 
terested in  the  North  Carolina  Board  of  Pharmacy  and  with  en- 
couragement from  Dean  Brecht  I  decided  to  seek  one  of  the  open 
seats  on  the  Board.  At  that  time,  the  Board  of  Pharmacy  had  al- 
ways consisted  of  male  pharmacists  who  had  served  for  years  and 
were  all  well  known.  After  an  election  with  a  "second  primary,"  I 


Evelyn  P.  Lloyd  worked  in 
pharmacy  with  father  Allen  Lloyd. 


was  elected  to  the  Board.  During  the  first  year,  new  members  must 
attend  meetings  and  observe  the  actions  of  the  Board.  Serving  with 
Mr.  Adams.  Mr.  Day.  Mr.  Moose,  Mr.  Randall  and  a  lay  member, 
Mr.  Roberts,  was  quite  a  challenge.  With  the  help  of  Executive 
Director  David  Work  and  a  year  of  hard  work.  1  felt  that  there 
couldn't  be  a  more  professional  or  more  interesting  group.  I  had 
the  honor  of  serving  two  terms  on  the  Board. 

In  1996.  with  the  help  of  my  father.  I  opened  Lloyd's  Phar- 
macy. Lloyd's  Pharmacy  is  an  apothecary  shop  for  Hillsborough 
and  surrounding  areas.  In  my  practice  of  pharmacy  I  have  not 
dealt  with  a  shortage  of  pharmacists.  I  understand  that  with  the 
rising  number  of  female  pharmacists  who  want  to  raise  a  family, 
there  will  be  a  shortage  of  pharmacists.  With  a  woman  spending 
six  or  more  years  in  pharmacy  school,  it  would  seem  that  she 
.  would  want  to  return  to  her  profession  as  soon  as  possible  after 
having  a  child,  not  only  for  the  salary  to  help  support  her  family, 
but  to  use  what  she  has  spent  so  many  years  learning. 

I  would  like  to  think  that  I  have  been  a  pharmacist  who  has 
been  worth  the  education  provided  by  the  State  of  North 
Carolina. 

Working  Mothers:  Has  Peeking 
Over  The  Fence  Finally  Ended? 

by  Elizabeth  Michalets,  PharmD,  BCPS,  CPP 
Mission  St.  Joseph's,  Pharmacy  Education  Coordinator 
UNC  School  of  Pharmacy,  Clinical  Associate  Professor  of 
Pharmacy 

Pharmacy  schools  are  comprised  of  at  least  709c  women 
today:  it  has.  thus,  become  a  profession  whose  growth  and 
survival  depends  upon  offering  flexible  schedules,  allowing 
work  from  home  and  creating  job  sharing  opportunities.  At  times 
in  the  past,  working  women  in  many  professions  have  been 
plagued  with  the  "Guilty  Conscience  Syndrome"  -  made  to  feel 
guilty  about  missing  work  to  see  her  child's  performance  in  the 
school  play  or.  on  the  other  hand,  made  to  feel  guilty  about 
staying  at  work  and  missing  the  play.  It  has  truly  been  a  no  win 
situation  for  many  women.  "Caught  in  traffic"  has  been  an 
acceptable  reason  for  a  man  to  be  late  to  work,  but  taking  care  of 
a  sick  child  has  not  always  been  as  acceptable  in  our  society. 
Men  have  left  the  work  place  in  droves  to  attend  the  constitu- 
tional Kiwanis  Club  lunch,  but  women  have  perceived  that  they 
must  "sneak  out"  over  lunch  to  "peek  over  the  school  fence" 
when  compelled  to  catch  a  glimpse  of  the  child  who  left  for 
school  in  tears  that  morning.  Has  "peeking  over  the  fence" 
finally  ended? 

Fortunately,  as  a  working  mother  and  pharmacist.  I  have  been 
afforded  the  opportunity  to  reside  in  another  camp  altogether. 
For  a  number  of  reasons.  I  have  been  able  to  juggle  working  30 
hours  per  week  and  a  family  during  the  last  five  years.  My  part- 
time  pharmacy  position  is  a  split  position  between  UNC  School 
of  Pharmacy  and  MSJ  Department  of  Pharmacy.  My  responsi- 
bilities to  UNC  include  coordinating  PharmD  student  education 
at  MSJ.  and  my  responsibilities  to  MSJ  include  working  as  a 
pharmacist  in  the  NTICU  and  ensuring  educational  opportunities 
for  the  pharmacists.    The  following  support  systems  have  been 
vital  in  creating  this  well  oiled  machine:  ( 1 1  supportive  managers 
who  recognize  and  allow  creative  ways  to  get  the  job  done,  (2)  a 
flexible  work  schedule  that  means  working  ten  hours  some  days 
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NC  Board  of  Pharmacy 
Census  of  Licensed  Pharmacists 

(statistics  not  available  prior  to  1986) 


In-state  Female 

In-state  Male 

Pharmacists 

Pharmacists 

Year 

Engaged  in  Practice 

Engaged  in  Practice 

1986 

1,399 

3,019 

1992 

2,116 

3,154 

1999 

3,364 

3,271 

2002 

3,796 

3,375 

and  five  hours  other  days  with  an  occasional  midnight  appoint- 
ment with  the  lap  top  at  home  or  answering  a  hospital  page 
while  changing  a  diaper,  (3)  an  understanding  spouse  who  is 
willing  to  wash  dishes  or  meet  with  the  teacher  when  mommy 
can't,  (4)  an  organized  "to-do"  list  at  work  that  is  prioritized 
daily  and,  (5)  an  efficient  work  pace  supported  by  palm  pilots 
and  electronic  data  bases  and  that  allows  little  time  to  be  wasted. 
All  of  these  five  combined  have  allowed  me  to  reap  the  benefits 
of  motherhood  and  excel  as  a  pharmacy  practitioner.  Thank  you 
for  not  making  me  "peek  over  the  fence." 

Once  Upon  A  Time  In  Pharmacy, 
Tasks  and  Times  Were  Different 

by  Sybil  Austin  Skakle,  RPh 
Retired  Pharmacist 

When  I  graduated  from  UNC  Pharmacy  School  in  1949,  there 
were  seven  women  in  the  class.  Now  there  are  more  women  than 
men  in  the  graduating  classes.  Pharmacy  has  changed. 

Do  present  students  compound  powders  or  suppositories?  Are 
present  pharmacists  expected  to  make  isotonic  eye  solutions  to 
dispense  as  we  did  when  I  was  doing  internship  in  Greensboro 
under  Banks  Kerr,  working  for  Leggett-Rexall  in  1950? 

While  some  operations  have  become  simpler  for  pharmacists 
with  the  development  of  new  drugs  and  proliferation  of  drug 
manufacturers,  other  areas  are  more  complex:  interactions 
between  drugs  and  food  and  other  drugs,  for  instance.  We  rely 
on  the  manufacturers  to  do  many  things  that  make  the  physical 
part  of  pharmacy  less  difficult.  However,  the  demands  for 
knowledge  of  elimination  times  of  drugs  and  their  reactions,  as 
well  as  the  need  to  communicate  this  information  to  the  patients, 
requires  more  and  more  of  pharmacists'  minds. 

Women  have  found  their  place  in  hospitals,  manufacturing, 
research,  and  management,  teaching,  detailing,  retail  and  chain 
store  pharmacy.  The  opportunities  are  vast.  Were  I  graduating 
today.  I  would  want  to  do  more  than  be  a  drug  dispensing  person 
in  a  retail  or  chain  drug  store.  I  might  even  find  hospital  phar- 
macy less  stimulating.  I  worked  for  twenty-three  years  in  a 
hospital  before  retiring  in  1990.  We  went  through  many  changes 
during  those  years,  in  the  work  we  did  and  in  the  makeup  of 
personnel  and  the  day-by-day  schedule  and  operation. 

When  I  started  to  work  at  Watts  Hospital  in  1967  as  a  relief 
pharmacist,  the  pharmacy  was  open  for  an  eight-hour  workday. 


with  on-call  pharmacists  after  hours.  There  were  two  full-time 
pharmacists,  one  of  whom  had  the  added  responsibility  of 
director  of  the  pharmacy.  A  secretary,  graduate  student  and  I 
completed  the  staff.  The  student  and  I  were  part-time  help.  Two 
men  manufactured  fluids,  weighing  out  the  dextrose  and  sodium 
chloride  and  autoclaving  the  mixtures  on  site.  Nurses  mixed  the 
fluids  with  additives  on  the  floors. 

Before  I  left  Durham  County  General  Hospital  in  1990  the 
pharmacy  was  open  twenty-four  hours  a  day  with  three  shifts. 
The  hospital  employed  multiple  pharmacists,  technicians  and 
supervisors.  The  intravenous  room,  supplied  with  commercial 
fluids,  mixed  fluids  and  reconstituted  antibiotics  for  the  whole 
hospital.  The  pharmacists  were  responsible  for  checking  every 
drug  or  fluid  against  a  doctor's  order  before  it  left  the  pharmacy 
for  the  floor,  while  technicians  filled  medication  carts  and 
mixed  the  IV  fluids. 

Balancing  Family  and  Career 
Brings  Challenges  and  Rewards 

by  Beth  Williams,  PharmD,  BCPS 
Assistant  Director  of  Pharmacy 
Wake  Forest  University  Baptist  Medical  Center 
Winston-Salem,  NC 

For  as  long  as  I  remember.  I  wanted  to  be  a  pharmacist,  and  I 
always  knew  I  would  be  a  mom.  What  I  never  realized  was  how 
incredibly  rewarding  both  roles  would  be,  nor  how  challenging  it 
would  become  to  maintain  the  perfect  balance  between  roles, 
something  that  all  working  parents  face. 

I  had  worked  in  the  pharmacy  profession  for  seven  years 
when  my  son,  Blake,  was  born.  I  always  knew  that  I  would 
return  to  the  workforce  following  the  typical  three-month 
maternity  leave.  For  a  while,  I  worked  from  home,  but  quickly 
learned  that  was  not  for  me.  Even  having  been  raised  by  a  stay- 
at-home  mom  and  extremely  grateful  for  my  parents'  commit- 
ment, I  somehow  never  thought  it  would  be  the  best  choice  for 
my  family  and  me.  Fortunately,  women  today  have  a  choice, 

and  the  choices  within  the 
pharmacy  profession  are 
anything  but  limiting. 

I  personally  like  to  work;  I 
choose  to  work,  and  I  believe 
that  working  makes  me  a 
better  mom.  The  time  I  spend 
with  my  son  is  truly  quality 
time.   I  also  believe  that  being 
a  mom  makes  me  a  better 
pharmacist.  During  a  short 
stint  in  community  pharmacy, 
I  grew  to  detest  the  drive-thru 
window.  In  addition,  I  never 
questioned  how  the  "pink  stuff'  tasted  as  long  as  it  was  properly 
reconstituted  and  labeled.  I  now,  however,  have  a  drastically 
different  perspective.  I  still  remember  the  day  I  went  to  get  a 
prescription  filled  for  my  infant  son  who  had  a  103-degree  fever 
and  was  wailing  at  the  top  of  his  lungs.  Despite  the  fact  that  my 
suspicion  of  meningitis  had  been  ruled  out,  and  that  acute  otitis 
media  was  an  easily  treatable  ailment,  the  whole  situation  was 
still  a  bit  overwhelming  lor  this  new  mom.   Finding  the  drive- 
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thru  window  at  the  local  pharmacy  was  the  best  thing  that 
happened  to  me  that  day.  And  it  didn't  take  me  long  to 
question. ..what  good  is  the  pink  stuff  when  it  ends  up  on  the 
floor  or  PJ\s  instead  of  the  mouth!? 

All  working  moms  are  challenged  by  the  constant  struggle 
between  personal  and  professional  roles  and  strive  to  achieve 
that  harmonious  balance.  For  me  personally,  being  a  working 
mom  has  forced  me  to  find  a  different  balance  in  terms  of  my 
priorities.  Things  that  used  to  drive  me  crazy  don't  even  begin 
to  phase  me  now.  Things  that  used  to  be  very  important  to  me 
pale  in  comparison.  As  a  pharmacist  who.  by  definition,  is 
additionally  challenged  by  perfectionism  and  a  type-A  personal- 
ity, this  has  at  times  been  a  tremendous  feat.  But.  I  now  make  a 
conscious  effort  to  live  by  some  basic  rules,  which  include: 

1.  Simplify:. .it's  OK  if  the  handbag  doesn't  match  the  outfit. 

2.  It's  all  about  quality.. .there  is  a  lot  to  be  said  for  a  day  at  the 
park  versus  a  day  at  the  mall. 

3.  Live  for  today. ..the  laundry  will  still  be  there  tomorrow,  and 
you  can  always  buy  more  underwear. 

4.  Strive  to  find  the  riglu  balance  for  YOU...  recognize  that 
balance  is  a  dynamic  state  and  different  for  every  woman.,  just 
because  it  works  for  your  best  friend,  sister  or  co-worker  doesn't 
mean  it's  right  for  you. 

I  live  in  the  best  of  both  worlds!  As  a  pharmacist.  I  have 
never  been  so  enthusiastic  about  our  profession  and  the  opportu- 
nities that  lie  ahead.  As  a  mother,  I  have  the  precious  opportu- 
nity to  rediscover  the  world  through  the  eyes  of  a  three-year  old. 
The  balance  I  achieve  between  these  roles  will  eventually  define 
my  success  as  a  working  mom.  If  you  ask  me.  I  am  well  on  my 
way  to  becoming  a  very  successful  woman! 


Meeting  the  Challenge 


We  understand  the  difficulties  that  independent  pharmacies  are  facing 
in  today's  rapidly  changing  healthcare  environment  Despite  dispensing 
more  prescriptions  than  ever  before,  pathetic  third  party  reimbursement 
levels  and  diminishing  margins  continue  to  erode  profitability  in  your 
prescription  department.  As  a  full-service  pharmaceutical  distributor, 
we  are  committed  to  provide  innovative  solutions  to  help  ensure  the 
success  of  our  customers. 

From  Brands... 

We  are  a  proud  sponsor  of  Pharmacy  First,  the  most  successful  and 
largest  network  of  independent  retail  and  small  chain  pharmacies  in  the 
United  States.  Pharmacy  First  offers  significant  performance-based 
rebate  dollars  on  top-selling  brand  name  drugs,  without  any  wholesaler 
directed  purchase  requirements. 

...to  Generics 

As  a  member  of  the  Opti-Source  Group,  we  are  able  to  provide  our  cus- 
tomers with  a  reliable  and  consistent  source  for  quality  generics  at  the 
lowest  possible  prices 


BELLAMY      KING 

Providing  exceptional  value  and  outstanding  service  to  retail, 
alternate  care  and  hospital  pharmacies  for  over  100  years. 

1-800-800-8748 

411  Landmark  Drive  •  Wilmington.  NC  28412 


www.pharmacysupplier.com 


Ellen  Williams.  Pharmacy  Director 


Flexibility  in  the  Work  Place 

by  Ellen  Williams,  MBA,  RPh 
Pharmacy  Director 
Mission  St.  Joseph's  Hospital 
Asheville.  NC 

The  pharmacy  professional  work  force  has  changed.  Cur- 
rently, seventy  percent  of  the  pharmacy  work  force  is  women. 
Has  this  changed  how  pharmacists  take  care  of  patients'?  My 
belief  is  that  the  work  force  change  has  not  affected  the  quality 
of  pharmacy  care  available  to  the  patient.  The  pharmacy  work 

force  expectations  have 
changed,  not  necessarily 
because  women  are  a  larger 
percentage  of  the  work  force, 
but  because  we  are  a  nation  of 
businesses  that  compete  for  a 
diminishing  pool  of  talented 
employees.  In  addition, 
employees  are  more  con- 
cerned with  the  quality  of 
their  lives,  as  a  direct  reaction 
to  workaholic  baby  boomers. 
Employers  needed  more 
workers  due  to  post  WWII  expansion.  To  compete  for  workers, 
employers  started  offering  health  insurance  benefits  and  opened 
up  positions  to  women.  Women  became  a  large  part  of  the  work 
force  to  meet  the  employer  needs.  Equal  opportunity  was  a 
vehicle  for  acceptance  of  "women  in  the  work  place"  as  a 
mainstream  issue.  A  more  diverse  population  of  employees  met 
the  employer's  needs.  In  return,  employers  had  to  meet  the 
needs  of  the  more  diverse  employee  population.  Creative 
scheduling,  family  leave,  and  child  care  were  developed  as 
benefits  to  meet  these  needs. 

At  Mission  St.  Joseph's  we  have  some  pharmacists  and 
technicians  working  three  twelve-hour  days,  some  working  only 
on  weekends,  some  working  as  needed,  and  some  working  other 
part-time  arrangements.  Not  all  of  the  specially  arranged 
schedules  are  for  women.  Some  of  these  arrangements  have 
been  for  men.  Women  have  been  the  traditional  child  care 
providers,  but  this  is  not  always  the  situation  any  more.    One  of 
these  arrangements  is  for  a  man  who  is  the  primary  child  care 
provider.  Two  of  these  arrangements  are  for  women  who  have 
student/resident  teaching  responsibilities.  Working  creatively 
with  these  pharmacists  allows  me  to  take  advantage  of  all  of  the 
talent  that  I  have  in  my  area  of  the  state. 

A  bonus  achieved  by  being  flexible  with  scheduling  and  work 
assignments  is  the  added  productivity.  When  employees  are 
allowed  to  better  balance  their  lives  with  their  family,  personal 
interests,  and  health  needs,  they  are  happier  and  more  produc- 
tive. Some  of  our  part-time  people  are  more  productive  than 
some  of  our  full-time  staff  because  they  have  a  different 
motivation  to  show  that  they  can  accomplish  their  goals  even 
though  they  are  part-time. 

Work  and  home  are  blurred  more  than  ever  before.  I  wel- 
come the  day  when  we  can  do  more  work  from  home  using 
strategies  that  provide  fairness  to  the  employer  and  employee 
alike.  This  would  provide  another  flexible  position  for  interested 
employees.  For  now.  helping  employees  balance  their  home  life 
needs  with  work  needs  is  accepted  as  reality  in  our  department.  •> 
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Pharmacy  Meetings  You  Don't  Want  to  Miss 


18th  Annual  Pharmacy  Practice  Seminar 

•  The  Basics  in  Monitoring  Your  Patients'  Laboratory  Tests 

•  Pharmaceutical  Care  for  Your  Arthritis  Patient:  Hands-on 
Focus  on  Assessment  &  Monitoring  with  Patients 

•  Drugs  of  Abuse:  The  "Club  Drugs" 

•  The  Pharmacist's  Role  in  Assisting  Women  in  Reducing  their 
Risk  for  Cardiovascular  Disease 

•  Current  Topics  in  Men's  and  Women's  Health 

•  Metabolic  Syndrome:  Reducing  the  Risk  -  A  Case-Based 
Discussion 

Plus  an  extra  this  year: 

Pharmacy-Based  Immunization  Delivery 

September  5-6.  Wilminaton  Hilton.  Wilminaton.  NC 

A  certificate  program  for  Pharmacy-Based  Immunization 
Delivery  will  be  held  in  conjunction  with  the  Pharmacy  Practice 
Seminar.  Be  prepared  to  assist  your  patients  with  their  immuni- 
zation needs  this  fall  and  winter.  Space  is  limited  to  25 
participants  so  register  soon. 
For  more  information  e-mail  Sherrie  Moore  at 
sherrie_moore@unc.edu,  call  919.966.1128  or  visit  UNC's 
CE  Calendar  at 

http://www.pharmacy.unc.edu/pharmacy/continuing/ 
cecal.html 

September  6-7.  2003.  Wilminqton  Hilton.  Wilminqton.  NC 

Co-sponsored  by  the  UNC-CH  School  of  Pharmacy,  Coastal 
AHEC,  the  North  Carolina  Association  of  Pharmacists, 
Campbell  University  School  of  Pharmacy  and  Wingate  Univer- 
sity School  of  Pharmacy. 
Program  Topics  for  this  year's  Seminar  include: 
Saturday,  September  6,  2003 
Clinical  Highlights  in  Pharmacotherapy  -  Part  1 

•  Clinical  Highlights  in  New  Drugs 

•  Clinical  Highlights  in  Cardiovascular  Disease 

•  Clinical  Highlights  in  Infectious  Disease 
Clinical  Highlights  in  Pharmacotherapy  -  Part  2 

•  Clinical  Highlights  of  Pain  Management 

•  Current  Role  of  Hormone  Replacement  Therapy 

•  Clinical  Highlights  of  Pediatric  Pharmacotherapy 
Sunday,  September  7,  2003 

Highlights  of  Innovative  Services 

•The  Clinical  Pharmacist  Practitioner:  A  Status  Report 

•  Pharmaceutical  Care  in  a  Physican's  Office 

•  Pharmaceutical  Care  Services  in  a  Community  Pharmacy 

•  Pharmaceutical  Care  in  a  Geriatrics/Internal  Medicine  Practice 
PLUS  Interactive  Workshops 

■  NCAP  Annual  Convention/Carolina  Seminar  1 

•  New  Drugs 

•  DME/lnventory  Control 

•  Infectious  Disease  101 

Plus,  in  conjunction  with  the  Annual  Convention: 
A  Technology  Bootcamp 

October  25-26.  2003.  Friday  Center.  Chapel  Hill.  NC 

Faculty:  Bill  G.  Felkey.  BS.  MS.  Associate  Professor,  Auburn 

University  School  of  Pharmacy 

Participant  at  the  Technology  Bootcamp  will  focus  on  making 

use  of  the  PC  and  the  Internet  concentrating  on  pharmacy 

practice  applications  including  practice  applications  for  the 

PDA.  This  is  a  hands-on  program  with  limited  enrollment  so 

register  soon. 

Computer  Requirements:  Registrants  must  have  a  laptop 

with  Windows  2000  or  XP  operating  system,  Office  2000  plus 

an  Ethernet  connection  at  their  disposal  during  the  day.  Twenty 

laptops  are  available  from  the  Friday  Center  on  a  first  come  first 

served  basis. 

Sunday,  October  25,  2003 

Workshop  1  -  Computer  &  Internet  for  Pharmacy  Practice 

•  Basic  Operating  System  and  Power  Tips 

•  Implementation  of  the  Point  of  Care  Workstation 

•  Skills  for  Integration  of  the  Internet  into  Practice 

•  Productivity  Tools  for  Pharmacy 
Monday,  October  26,  2003 

Workshop  2-  The  PDA  in  the  Pharmacy  Practice  (+  Basic  Skills 
for  Using  it) 

•  The  Case  for  the  PDA  in  Pharmacy  &  Basic  Skills 

•  Meet  Your  Digital  Peripheral  Brain 

•  Identifying  &  Installing  Applications  for  the  PDA 

•  Document  Management  and  Going  Wireless 

For  more  information  e-mail  Steve  Caiola  at 
steve_caiola@unc.edu  or  call  919.966.4557. 

October  28-29.  2003.  Sheraton  Imperial  Hotel. 
Research  Trianqle  Park.  NC 
-  Tentative  Schedule  • 
Tuesday,  October  28,  2003 

Plenary  Sessions 

•  Update  in  NC  Pharmacy  Practice 

•  Drug  Diversion  in  the  Health  Care  Setting 

•  Prescription  Assistance  Programs  in  North  Carolina 
Concurrent  Tracks  in  the  afternoon 

Session  1: 
•Statistics  101 

•  The  Nuts  and  Bolts  of  Reading  a  Journal  Article 

•  Evidence  Based  Medicine  -  What  is  It  &  How  to  Use  It 
Session  2: 

•  A  3  hour  review  of  Pharmaceutical  Care  and 
Pharmacotherapy  Issues  in  Ophthalmology 
Session  3: 

•  Immunizations 

•  Hepatitis  Today  -  A, B.C.  etc. 

•  Pharmacy  Law 

Residency  Showcase/External  PharmD  Reunion 
Wednesday,  October  29,  2003 
Plenary  Sessions 

•  Immunologic  Drug  Therapy 

•  Significant  Papers:  Adverse  Drug  Events  in  Pharmacy  Practice 

-  Geriatrics                         -  Cardiovascular 

-  Anticoagulation                -  Pediatrics 

-  Neurology                        -  Diabetes 
Critical  Care  Special  Interest  Group  Meeting  at  lunch 
Concurrent  Afternoon  Sessions 

•  JCAHO  2004  Medication  Indicators 

•  Pain  Management  Today 

•  Billing  Basics 
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Methadone  for  Chronic  Pain 


Use  of  long-acting  opioids  for  the 
treatment  of  cancer-related  pain  has  been 
a  standard  of  practice  for  many  years. 
The  use  of  long-acting  opioids  for  chronic 
non-cancer  pain  has  gained  acceptance 
but  continues  to  be  associated  with  some 
controversies.  The  search  for  the  perfect 
long-acting  opioid  has  led  to  the  develop- 
ment of  various 
by  Cynthia  J.  Johnston  .,    , 

'    '  control  led- 

release  products,  including  several 
morphine  sustained  release  dosage  forms, 
transdermal  fentanyl.  and  sustained- 
release  oxycodone.  There  has  been  a 
renewed  interest  in  using  inherently  long- 
acting  opioids,  especially  methadone,  in 
recent  years. 

Methadone  appears  to  be  particularly 
attractive  due  to  its  activity  as  a  mu- 
receptor  agonist  combined  with  NMDA- 
receptor  antagonist  activity.  NMDA- 
receptor  antagonism  is  particularly 
advantageous  in  patients  with  pain  of 
neuropathic  origin,  resulting  increased 
sensitivity  of  mu-receptors  to  opioids  and 


blocking  many  manifestations  of  central 
pain.  Other  attractive  features  of  metha- 
done include  decreased  neurologic  and 
psychiatric  effects  as  compared  to  other 
opioids  and  a  lack  of  effect  of  renal 
dysfunction  on  clearance.1  Methadone 
does  accumulate  over  time,  however,  due 
to  its  inherently  long  elimination  half-life. 
Steady  state  concentrations  of  methadone 
and  stable  analgesic  effects  require  at  least 
five  days  of  therapy.2 

Methadone  dosing  is  extremely 
variable  in  different  patient  populations 
and  requires  attention  to  individual 
response.  Traditional  equianalgesic  tables 
often  cite  that  an  oral  methadone  dose  of 
20  mg  is  equivalent  to  an  oral  morphine 
dose  of  30  mg  (with  chronic  morphine 
dosing).  The  fourth  edition  of  the 
American  Pain  Society's  Principles  of 
Analgesic  Use  in  the  Treatment  of  Acute 
Pain  and  Cancer  Pain'  states  that  the  oral 
dose  of  methadone  equivalent  to  30  mg  of 
oral  morphine  is  20  mg.  but  lists  an 
equivalent  dose  of  2  to  4  mg  with  chronic 


NCAP  presents  a  great  opportunity 
for  technicians  in  your  pharmacy... 

Pharmacy  Technician  Continuing 
Education  Workbooks 

Volumes  2  &  3  are  still  available! 

Each  of  the  workbooks  contain  10  hours  of  continuing  education  for 

pharmacy  technicians.  NCAP  has  priced  these  books  to  facilitate  sharing 

among  technicians.  Pharmacy  Managers,  you  can  take  advantage  of  this 

inexpensive  way  to  support  your  certified  technicians'  CE  needs 

by  purchasing  both  volumes. 
Volume  2  (expires  1/3  1/04)  articles  include: 

•  An  Overview  of  the  Prescription  Drug  Marketing  Act  •  Hypertension 

•  Medication  Error  Overview  •  Osteoporosis  'Attention  Deficit  Disorder  •  Health 
Consequences  of  Smoking  and  the  Treatment  Options  for  Cessation 

Volume  3  (expires  I  /3  I  /05 )  articles  include: 

•  An  Update  on  Osteoarthritis  and  Rheumatoid  Arthritis  •  Fibromyalgia  •  Code  of 
Federal  Regulations  -A  Review  of  Selected  Regulations  •  Hyperlipidemia  Update 

•  Migraine  Treatment  Options  •  Influenza  Diagnosis  and  Management 
Workbooks  are  $30.00  each.  There  is  a  $10.00  charge  for  each  test  graded. 

One  retoke  is  allowed  for  a  $6  charge. 

Order  your  workbooks  today  by  calling  NCAP  at 
9 1 9-967-2237,  ext.  25  or  visit  www.ncpharmacists.org 


methadone  use.  Studies  examining  the 
equivalency  of  methadone  to  morphine 
have  demonstrated  a  variable  dose  ratio 
characterized  by  increased  methadone 
potency  relative  to  morphine  with 
increasing  doses  of  other  opioids,  particu- 
larly morphine.4  - 

The  Morley-Makin  method  of  metha- 
done dosing  is  used  in  patients  already 
receiving  other  opioids".  The  oral 
morphine-equivalent  dose  of  the  opioid(s) 
currently  in  use  is  calculated.  All  current 
opioid  use  is  discontinued,  and  methadone 
is  instituted  at  a  dose  of  one-tenth  of  the 
total  daily  morphine  dose,  a  maximum  of 
30  mg  per  dose  (300  mg  per  day  oral 
morphine  equivalent  dosel.  This  dose  is 
given  up  to  every  3  hours  as  needed  for  6 
days.  On  day  6.  the  methadone  use  for 
days  5  and  6  is  averaged,  and  this  dose  is 
then  divided  into  two  daily  doses  given  12 
hours  apart  on  a  scheduled  basis.  Tse.  et 
al.  published  a  very  similar  version  of  this 
method  this  year,  but  used  one-twelfth  of 
the  total  daily  dose  rather  than  one-tenth.7 
This  method  requires  a  very  reliable 
patient  and  constant  availability  of  health 
care  provider  support  in  the  ambulatory 
care  setting  or  it  may  be  performed  in  an 
inpatient  setting. 

Bruera.  et  al,  developed  a  method  of 
converting  from  the  oral  morphine 
equivalent  dose  to  oral  methadone  over 
three  days,  gradually  decreasing  the 
previous  opioid  and  increasing  the 
methadone  dose.s  Patients  receiving  a 
total  daily  opioid  dose  equivalent  to  more 
than  100  mg  would  have  their  opioid  dose 
(expressed  in  morphine  equivalents) 
decreased  by  30  -  507r  on  the  first  day  of 
the  rotation  process.  At  the  same  time, 
the  amount  of  opioid  removed  would  be 
replaced  by  methadone  using  a  10:1 
morphine  to  methadone  ratio.  The  total 
daily  dose  is  divided  and  administered 
every  8  hours.  On  the  second  day.  the 
original  opioid  is  reduced  by  a  further  30  - 
50"7r  of  the  original  opioid  dose,  but  the 
methadone  dose  is  increased  only  if  the 
patient  experiences  moderate  to  severe 
pain.  Short-acting  opioids  may  be  used 
for  breakthrough  pain  if  needed.  On  the 
final  day.  the  original  opioid  is  discontin- 
ued and  the  methadone  dose  is  main- 
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tained.  A  rescue  or  breakthrough  dose  oi 
10%  of  the  total  daily  methadone  dose  as 
methadone  may  be  given  if  needed. 
Further  titration  of  the  methadone  dose 
should  be  done  as  needed. 

Several  authors  have  described  fixed- 
ratio  methadone  conversion  schemes. 2A~ 
Mercadante  describes  a  rapid  switch 
scheme  using  a  fixed  ratio  of  morphine  to 
methadone  of  5:1  in  one  publication",  then 
proposes  using  a  variable  ratio  (4:1  for 
patients  receiving  less  than  90  mg  of  oral 
morphine  per  day,  8:1  for  patients  getting 
90-  100  mg/day.  and  12:1  in  patients 
receiving  more  than  300  mg  of  morphine 
per  day)  in  a  later  studyr  In  the 
Mercadante  regimens,  the  morphine  or 
other  opioid  is  stopped  at  the  time  the 
methadone  is  initiated,  and  the  methadone 
daily  dose  is  divided  into  three  doses 
administered  every  8  hours.  This  method 
is  often  referred  to  as  the  "stop  and  go" 
method.  One  disadvantage  noted  by 
Mercadante  is  that  the  patients  with  pain 
not  adequately  controlled  on  their 
previous  morphine  or  other  opioid 
regimen  were  likely  to  need  significant 
additional  titration  of  their  methadone  dose. 

A  very  comprehensive  methadone 
dosing  scheme  has  been  developed  by 
Goodman,  et  al.1  It  includes  methods  for 
both  rapid  titration  and  gradual  titration. 


and  provides  information  about  initiating 
methadone  in  opioid-nai've  patients.  The 
Goodman  guideline  includes  some  of  the 
methods  already  discussed  in  this  over- 
view. The  guideline  can  be  accessed  on 
the  Internet  at  http://www.vapbm.org/ 
monitoring/methadonedosing.pdf. 

In  conclusion,  the  best  method  of 
dosing  methadone  is  probably  yet  to  be 
determined.  It  appears  that  careful  patient 
monitoring  is  crucial  to  success.  Dosing 
methods  that  allow  for  an  increased 
potency  of  methadone  as  compared  to 
morphine  as  morphine  or  morphine- 
equivalent  doses  increase  seem  to  be 
appropriate  given  some  of  the  unique 
characteristics  of  methadone.  ♦ 


About  the  Author... 

Cynthia  J.Johnston,  PharmD,  8CPS.  6COP.  D-AAPM, 
Clinical  Pharmacy  Specialist,  Internal  Medicine, 
VAMC-Durham  and  Assistant  Professor,  Pharmacy 
Practice,  Campbell  University. 
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Leasing 
Options 
Available 


f)  DISPLAY  Options,  Inc. 


Pharmacy  and  Compound  Laboratory,  from  Design  through  Installation. 

North  Carolina's  only  authorized  stocking  master  distributor  for  Lozier  store  and 

pharmacy  fixtures.  Dedicated  wood  and  high  pressure  laminate  shop.  Our  award 

winning  customer  service  defines  how  hard  we  work  to  earn  your  business. 

Let  us  show  you  what  we  can  do. 

Call  us  at:  1-800-321-4344  •  Fax:  800-321-9008   •  www.displayoptions.com 

-  Over  25  Years  Experience  ~ 
Craig  Ashton 

3555  Tryclan  Drive 

Charlotte,  North  Carolina  28217 

Local:  704-525-5300 

We  stock  thousands  of  fixture  items. 
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NC  Senior  Care  Enrollment  Tops  17,000 


Since  the  launch  of  Senior  Care,  the 
state-sponsored  senior  prescription  drug 
benefit  program,  over  17.184  applicants 
have  been  approved  for  benefits.  The  pro- 
gram anticipates  enrolling  up  to  30,000 
members  by  the  end  of  Oct.  2003. 

"We're  very  pleased  with  the  program's 
enrollment  so  far."  said  Michael  Keough. 
executive  director  for  the  Senior  Care  Pro- 
gram. "A  lot  of  needy  seniors  are  benefit- 
ing from  this  program,  but  there  are  many 
more  out  there  we  want  to  reach." 

Over  1 .500  North  Carolina  pharmacies 
currently  participate  in  the  NC  Senior  Care 
program.  Keough  hopes  to  increase  phar- 
macy participation  to  include  all  2.062 
pharmacies  in  the  state. 


The  total  number  of  paid  claims  during 
the  first  quarter  of  2003  was  36,73 1 .  mark- 
ing a  sharp  increase  over  the  9.851  claims 
paid  during  the  fourth  quarter  of  2002.  With 
program  membership  and  awareness  rising, 
the  total  number  of  claims  is  expected  to 
increase  each  quarter. 

Additional  program  statistics  indicate 
that  the  average  number  of  prescriptions 
filled  per  member  per  month  in  the  first 
quarter.  2003  was  2.28.  As  part  of  the  Se- 
nior Care  program,  eacli  enrollee  pays  a  $6 
per  prescription  processing  fee,  $4.90  of 
which  is  paid  to  the  pharmacy.  As  a  result, 
contracted  pharmacies  are  realizing  an  av- 
erage additional  revenue  of  $11.72  per 
member,  per  month. 


"It's  in  everyone's  best  interest  to  see 
enrollment  in  the  program  grow.  The  state's 
seniors  and  pharmacies  are  realizing  great 
benefits  from  Senior  Care."  said  Keough. 

To  receive  additional  application  bro- 
chures to  display  in  your  pharmacy,  you 
may  request  them  by  calling  the  program's 
toll-free  help  line  at  1-866-226-1388.  If 
your  pharmacy  would  like  to  become  a  par- 
ticipating pharmacy,  you  may  contact  ACS 
State  Healthcare  -  PBM.  NC  Senior  Care's 
third-party  administrator  and  claims  pro- 
cessor, to  receive  the  proper  contracts. 
Contact  ACS  by  calling  the  ACS  Pharmacy 
Call  Center  at  1-866-226-7388.  Or  to  make 
your  request  in  writing,  please  send  an  e- 
mail  to  provider.relations@acs-inc.com. 


NCAP  President  Receives  Honorary  Degree  at  Wingate 


On  May  10.  2003,  NCAP  President  Jack 
G.  Watts  was  the  recipient  of  an  Honorary 
Doctor  of  Humane  Letters  at  the  Wingate 
University  2003  commencement  exercises. 

"Dr.  Jack  Watts  is  perhaps  the  most  rec- 
ognizable name  in  North  Carolina  phar- 
macy," said  Dr.  Robert  Supernaw.  dean  of 
the  Wingate  University  School  of  Phar- 
macy. "His  dedication  is  exemplified  in  his 
leadership  roles  with  the  North  Carolina 
State  Board  of  Pharmacy  and  the  North 
Carolina  Association  of  Pharmacists." 

"Dr.  Watts  is  a  man  of  impeccable  char- 
acter and  whose  unwavering  devotion  to 
Wingate  University  over  the  years  has  af- 
forded many  students  the  opportunity  to 
complete  their  education."  said  Nicholas 
Blanchard,  assistant  dean  for  student  affairs 
at  the  Wingate  University  School  of  Phar- 
macy. "His  demonstrated  ability,  proven 
experience  and  leadership  have  helped  the 
practice  of  pharmacy  in  North  Carolina  to 
become  the  cutting  edge  profession  that  it 
is  today." 

Currently  living  in  Burlington.  NC, 
Watts  was  born  in  Tabor  City,  NC  and  re- 
ceived his  bachelor  of  science  degree  in 
pharmacy  in  1955  from  the  University  of 
South  Carolina.  He  worked  as  a  sales  rep- 
resentative for  Eli  Lilly  &  Company  for  3 1 
years.  Upon  retirement,  he  became  affili- 
ated with  the  Greensboro  Area  Health  Edu- 
cation Center  (AHEC)  of  the  Moses  H. 
Cone  Hospital  and  was  associate  director 
of  pharmacy  education  at  Greensboro 
AHEC.  He  was  formerly  an  adjunct  pro- 
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fessor  at  the   University  of  North  Carolina 
School  of  Pharmacy. 

Watts  served  on  the  Burlington  Board 
of  Education  for  30  years  and  served  pre- 
vious terms  as  a  Campbell  University 
trustee.  He  received  an  honorary  Doctor  of 
Science  degree  from  Campbell  University 
in  1998. 


"Jack  Watts  and  his  family  have  enjoyed 
a  special  relationship  with  Wingate  Univer- 
sity for  many  years,"  said  Dr.  Jerry  E. 
McGee.  president  of  Wingate  University. 
"He  has  been  deeply  involved  in  the  suc- 
cessful launch  of  our  new  school  of  phar- 
macy. I  am  most  pleased  that  our  trustees 
chose  to  honor  him  in  this  special  way." 


NCAP  President  Jack  G.  Watts  was  the  recipient  of  an  Honorary  Doctor  of  Humane  Letters 
at  the  Wingate  University  2003  commencement  exercise. 
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Medication  Errors  &  Safety  Solutions 


by  William  L.  Harris 


Patient  safety  issues  continue  to  challenge  us  to  change  and 
improve  the  health  care  system,  but  are  we  focused  enough  on  the 
hard  issues  to  decrease  patient  harm  significantly?  In  a  recent  New 
England  Journal  of  Medicine  article.  Berwick  raises  bothersome 
questions  about  whether  progress  is  being  made  fast  enough  to 
address  errors  in  health  care.  Berwick  reminds  us  that  if  the  1 999 
Institute  of  Medicine  (IOM)  report  is  correct.  100  patients  or  more 
die  on  any  given  day  in  the  United  States  as  the  result  of  health 
care  errors.  We  must  not  lose  our  resolve  to  make  the  improve- 
ments necessary  to  decrease  patient  harm. 
Good  ideas  require  determination  and  ex- 
ecution to  put  the  words  into  practice.  This 
article  is  a  review  of  the  types  of  actions 
that  are  required  to  change  our  thinking  and 
practice. 

During  the  root  cause  analysis  phase  of 
an  investigation  of  a  serious  medication  er- 
ror, many  contributory  factors,  active  fail- 
ures and  latent  failures  may  be  identified. 
Multiple  solutions  may  be  necessary  to  ad- 
dress a  wide  range  of  breakdowns  that  led  to  the  unintended  out- 
come. The  report  of  findings  should  be  sent  to  reviewers  in  all 
disciplines  that  were  involved  in  the  error  or  who  can  provide  valu- 
able insight  and  recommendations  for  correction.  The  value  of 
interdisciplinary  peer  reviewers  is  providing  objective  review  of 
the  error,  determining  if  there  are  other  problems  involved,  invit- 
ing their  participation  and  finding  practical  solutions. 

Recommendations  are  then  categorized  and  ranked  in  order  of 
effectiveness,  timeliness  and  practicality.  An  action  plan  is  de- 
veloped to: 

•  Include  specific  steps  to  correct  the  breakdowns  identified. 

•  Specify  the  desired  outcomes  after  the  changes  are  implemented. 

•  Identify  methods  to  measure  patient  care  practices  after  imple- 
mentation. 

•  Measure  outcomes  to  determine  if  improvement  has  occurred. 

Each  action  and  subsequent  outcomes  measurement  must  iden- 
tify who  will  take  the  leadership  role  and  responsibility  to  com- 
plete the  plan.  The  leader  must  possess  the  capability,  authority, 
management  support  and  resources  needed  to  accomplish  the  task. 
Medication  errors  often  occur  because  of  a  combination  of  sys- 
tem failures,  technology  issues,  communication  problems,  equip- 
ment failures,  contributing  factors  and  human  factors.  Different 
types  of  actions  are  needed  to  address  this  spectrum  of  failures. 
Unfortunately,  actions  vary  in  their  effectiveness  to  change  prac- 
tice. Research  and  literature  provide  insight  into  the  types  of  ac- 
tions most  likely  to  improve  patient  care  and  prevent  recurrence  of 
similar  errors.  The  rank  order  of  effectiveness  in  long-term  solu- 
tions is  presented  in  Figure  1 . 

If  the  response  to  a  serious  medication  error  only  includes  re- 
viewing the  rules  and  policies  with  staff,  posting  warnings,  and 
providing  educational  activities,  it  is  clear  that  these  actions  are 
less  likely  to  prevent  recurrence  than  forcing  changes  in  the  work- 
place and  the  operational  system  in  which  the  error  occurred.  Sys- 
tem-wide changes  are  harder  choices  and  likely  to  be  more  expen- 
sive. But  patient  safety  concerns  require  us  to  find  the  flaws  in  our 
systems  and  fix  the  problems  before  the  next  patient  is  harmed. 


We  must  resist  the  feeling  that  the  error  could  not  happen  again  in 
the  belief  that  caring,  competent  clinicians  do  not  make  serious 
mistakes.  Unfortunately,  they  do. 

Some  of  the  most  effective  actions  to  reduce  medication  errors 
include  changing  the  architecture,  culture  or  physical  nature  of  the 
process.  Examples  include: 

•  Replacing  outdated  infusion  pumps  with  new  pumps  which  uti- 
lize bar  code  technology  and  internal  software  to  detect  and  pre- 
vent programming  errors  or  dosage  errors. 

•  Purchasing  a  new  computer  system  with  patient  safety  features, 
such  as  maximum  dose  checks,  integrated  lab  checks,  patient-spe- 
cific drug  and  dose  checks  with  effective  warnings  or  user  inter- 
ruption until  resolved. 

•  Redesigning  the  physical  operation  to  implement  safety  checks 
during  prescription  filling, 

•  Implementing  robotics  for  prescription  filling  process. 

•  Using  bar  code  technology  for  drug  selection,  dispensing  and 
bedside  checks  before  administration. 

•  Adding  pharmacists  to  patient  care  areas,  rounding  teams  and 
ICU's  with  the  charge  to  provide  leadership  in  medication  usage 
and  monitoring. 

•  Implementing  computerized  physician  order  entry  (CPOE)  with 
decision  support  software. 

•  Utilizing  electronic  prescription  transmission  in  outpatient  set- 
tings. 

Forcing  functions  are  effective  in  preventing  recurrence  of 
medication  errors  by  eliminating  opportunities  for  dangerous  prac- 
tices and  mistakes.  Examples  include: 

•  Removing  concentrated  electrolytes  from  floor  stock  and  auto- 
mated dispensing  devices. 

•  Stocking  only  one  product  strength  in  error-prone  situations. 

•  Providing  unit-dose  instead  of  multiple  dose  containers  and  pa- 
tient-specific doses  whenever  possible. 

•  Eliminating  look  alike  products  by  purchasing  from  a  different 
company. 


Figure  1 


Rank  Order  of  Effectiveness 
for  Error  Reduction  Actions 


•  Physical  plant  and  culture  changes 

•  Forcing  functions 

•  Automation  and  computerization 

•  Simplify  process 

•  Standardization  and  protocols 

•  Increase  staff,  decrease  workload, 
decrease  distractions 

•  Checklists  and  cognitive  aids 

•  Double  check  systems,  warnings  and  labels 

•  Rules  and  policies 

•  Education  and  Information 
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•  Purchasing  IV  sets  and  connectors  that  will  not  connect  to  air- 
way tubes,  irrigation  sets,  feeding  tubes,  NG  tubes,  oral  syringes 
or  monitoring  equipment. 

•  Using  one-way  valves  and  free-flow  safeguards. 

•  Exposing  pediatric  patients  to  smallest  IV  volumes  and  doses 
possible. 

•  Blocking  order  processing  for  dangerous  routes  and  doses. 

•  Diluting  dangerous  medications  to  prevent  route  or  administra- 
tion errors. 

•  Refusing  to  accept  incomplete  medication  orders  or  dangerous 
abbreviations. 

•  Restricting  verbal  orders  to  emergency  only  with  enforced  "read 
back"  policy. 

Another  effective  action  is  to  simplify  processes  and  to  avoid 
making  procedures  more  complex  in  reaction  to  an  error.  Stan- 
dardization of  drug  concentrations  for  heparin,  insulin  and  other 
high-alert  medication  reduce  the  opportunity  for  programming  and 
dosage  errors.  Whenever  possible,  standardized  equipment,  pro- 
cesses, protocols  and  caremaps  should  be  used  in  all  areas  where 
staff  may  be  shared. 

It  is  surprising  to  realize  that  the  actions  that  most  often  are 
selected  in  response  to  medication  errors  are  lower  in  rank  order 
for  effectiveness.  Revising  policies,  adding  warnings  and  labels, 
implementing  double  checks  and  providing  educational  activities 
may  increase  awareness  and  reduce  errors  immediately  after  the 
event,  but  the  long-term  effects  are  not  reliable.  Often  the  real 
problems  that  led  to  the  error  are  not  addressed  if  these  are  the 
only  actions  taken.  As  time  passes  and  memory  fails,  old  habits 
and  dangerous  practices  return.  Unless  more  effective  changes 
have  been  made  to  change  error-prone  conditions,  the  medication 
error  will  recur  and  another  patient  may  be  harmed. 

Good  ideas  and  effective  corrections  are  needed  to  change  the 
conditions  in  which  medication  errors  occur.  Organizations  that 
fail  to  make  the  tough  decisions  and  implement  the  changes  that 
may  cost  more,  take  a  little  longer  and  require  more  hard  work,  are 
doomed  to  repeat  the  cycle  of  error  in  the  future.  Literature  ar- 
ticles provide  much  evidence  that  patient  safety  problems  are  dif- 
ficult but  deserve  our  focus  to  make  a  difference.  Leadership  and 
dedication  are  required  to  identify  and  accept  only  best  practices 
in  health  care.  ♦ 

About  the  Author... 

Willtam  L  Harris,  RPh,  MS,  Clinical  Pharmacist,  Medication  Safety  and  Quality 
Improvement  Pharmacy  Department,  Duke  University  Health  System.  He 
can  be  reached  at  harn034@mc-duke.edu 
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North  Carolina  Pharmacists '  Career  Satisfaction  Research  Study 
~  A  Closer  Look  at  Overall  Job  Satisfaction  Based  on  Practice  Site  ~ 


Introduction: 

Does  career  satisfaction  vary  throughout  the  profession  of  phar- 
macy? Past  research  in  this  area  suggests  that  career  satisfaction 
does  vary  throughout  the  profession  and  according  to  researchers, 
pharmacy  practice  sites  attribute  to  this  variation.  At  the  same 
time,  other  factors  such  as  salary,  job  stress,  and  levels  of  commit- 
ment are  thought  to  influence  the  degree  of  satisfaction.  This  study 
was  designed  to  assess  differences  in  job  satisfaction  across  prac- 
tice settings  and  identify  trends  that  contribute  to  pharmacists'  ca- 
reer satisfaction  or  dissatisfaction. 
Objectives: 

This  study  was  designed  to  provide  a  closer  examination  of 
pharmacists'  job  satisfaction  in  the  state  of  North  Carolina.  It  ex- 
amined various  types  of  settings  including  chain,  independent, 
hospital,  consulting,  and  other.    The  "other"  category  included 
subspecialties  outside  the  areas  previously  mentioned.  The 
primary  objective  was  to  assess  pharmacists'  job  satisfaction  in 
the  aforementioned  settings.  The  secondary  objective  was  to  iden- 
tify trends  in  pharmacists'  career  satisfaction  as  it  relates  to  areas 
such  as  salary,  workload,  stress  level,  and  job  security. 
Methods: 
Study  Design: 

Prospective,  randomized  study  based  on  surveys  received  from 
North  Carolina  licensed  pharmacists. 
Sample: 

The  sample  included  1 ,000  pharmacists  randomly  selected  from 
a  database  of  over  1 1.000  pharmacists  in  North  Carolina.  The 
sample  size  was  divided  into  groups  of  200  from  each  of  the  fol- 
lowing practice  settings;  chain  pharmacy,  independent  pharmacy, 
hospital  pharmacy,  consultant  pharmacy,  and  "other"  group.  The 
"other"  category  contains  practice  sites  not  previously  mentioned. 
Inclusion/Exclusion  Criteria: 

Only  pharmacists  who  were  licensed  by  the  North  Carolina 
Board  of  Pharmacy  were  eligible  for  inclusion  in  the  study.  Phar- 
macists who  were  not  currently  practicing  in  the  state  of  North 
Carolina  were  excluded  from  the  study.  Survey's  that  were  not 
returned  to  the  authors  by  May  3 1 .  2002  were  also  excluded  from 
the  study. 
Data  Collection: 

In  May  2002.  the  investigators  mailed  out  questionnaires  to 
1 .000  pharmacists  in  the  selected  sample.  This  questionnaire  con- 
sisted of  two  sections  including  demographics  and  job  satisfac- 
tion. The  demographics  section  included  information  regarding 
practice  setting,  years  of  practice,  education,  and  salary.  This  sec- 
tion of  the  questionnaire  was  in  multiple  choice  and  fill  in  the  blank 
format.  A  summated  rating  response  scale  measured  job  satisfac- 
tion. The  summated  rating  scale  offered  responses  from  "extremely 
satisfied"  to  "extremely  dissatisfied"  on  a  scale  from  1  -5  respec- 
tively. The  survey  also  contained  a  section  for  the  participant  to 
add  any  additional  comments. 
Statistical  Analysis: 

Descriptive  statistics  was  used  to  describe  pharmacists'  job  sat- 
isfaction as  it  related  to  pharmacy  practice  settings.  The  indepen- 
dent variable  used  in  the  analysis  was  practice  settings.  The  de- 
pendent variable  was  overall  perceived  job  satisfaction.  An  ordi- 
nal scale  of  1  to  5  was  used  to  measure  the  dependent  variable. 
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Job  satisfaction  was  measured  by  an  average  score  of  2.5  or  less. 
A  score  of  3.5  or  greater  was  considered  not  satisfied.  All  scores 
that  were  between  2.6  and  3.4  were  considered  neutral  or  neither 
satisfied  nor  dissatisfied.  Data  was  analyzed  using  JMP©  statisti- 
cal software.  The  results  of  the  surveys  were  further  evaluated 
based  on  Kruskal-Wallis  H  Test. 
Results: 

•  Four  hundred  seventy  surveys  were  returned  giving  a  response 
rate  of  47%.  Of  these  surveys.  48  were  excluded  because  they  did 
not  meet  the  inclusion  criteria.  The  remaining  422  surveys  were 
further  analyzed.  Demographic  characteristics  are  provided  in  Table 
I. 

•  A  difference  in  job  satisfaction  was  noted  among  the  various 
practice  sites,  with  chain  pharmacy  being  the  least  satisfied.  Sta- 
tistical significance  indicated  by  p<0.0001 .  Refer  to  Figure  1 . 

•  Support  by  the  national  and  state  pharmacist  organizations,  pre- 
paredness by  educational  background,  job  security,  co-workers, 
and  management  skills  are  areas  that  may  have  contributed  to  phar- 
macist career  satisfaction  because  they  ranked  higher  among  the 
various  study  groups.  Refer  to  Figure  2. 

•  Areas  that  demonstrated  no  difference  between  the  groups  stud- 
ied were  income,  facility/site,  support  of  other  health  care  profes- 
sionals, and  degree  of  patient  contact. 

•  Areas  that  suggest  pharmacist  job  dissatisfaction  include 
workload,  management  of  stress  level,  amount  of  educational  back- 
ground utilized  at  the  job  site,  and  opportunities  for  advancement  in 
career.  These  four  areas  suggest  a  trend  towards  dissatisfaction  be- 
cause they  ranked  lower  among  the  study  groups.  Refer  to  Figure  3. 
Conclusion: 

Based  on  the  research  in  this  study,  there  is  a  difference  in  job 
satisfaction  among  North  Carolina  pharmacists.  Chain  pharmacists 
ranked  the  least  satisfied  compared  to  other  pharmacists  through- 
out the  state.  Overall  job  satisfaction  was  influenced  by  a  variety 
of  factors  other  than  practice  setting.  The  results  of  this  research 
should  prompt  further  investigation  into  other  aspects  that  con- 
tribute to  overall  career  satisfaction  in  order  to  improve  pharma- 
cists outlook  on  the  profession  of  pharmacy. 


Authors  from  Campbell  University  School  of  Pharmacy: 
Laura  K.Williford,  PharmD  Candidate 
Stephanie  L  Wood,  PharmD  Candidate 
Meredith  G.  White,  PharmD  Candidate 
Christopher  R.  Peoples,  PharmD  Candidate 
Kathey  B.  Fulton,  PharmD 
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Areas  that  Contribute  to  Pharmacists 

'  Job  Satisfaction 

Pharmacy 

organizations 

Preparedness 

Job  Security 

Co-Workers 

Management  Skills 

Hospital 

2.66 

2.26 

1.82 

2.11 

2.52 

Chain 

3.16 

2.21 

2.15 

2.22 

2.59 

Consulting 

2.3 

2.04 

1.96 

1.79 

2.35 

Independent 

2.79 

2.09 

1.85 

2.02 

2.2 

Other 

2.9 

2 

1.97 

1.78 

2.41 

This  chart  compares  the  5  areas  that  contribute  to  pharmacist  job  satisfaction  by  each  practice  setting. 

Figure  3 

Areas  Contributing  to  Pharmacists'  Job  Dissatisfaction 

Degree  of 

Workload 

Stress  Level 

Education  Used    Advancement  in  Career 

Hospital 

2.61 

2.66 

2.05                     2.56 

Chain 

3.5 

3.45 

2.88                     3 

Consulting 

2.16 

2.27 

1.87                     2.35 

Independent 

2.8 

2.96 

2.25                     2.4 

Other 

2.46 

2.48 

1.93                      2.26 

This  chart  lists 

areas  that  contribute  to  pharmacist  job  dissatisfaction  by  practice  setting. 

Tabid. 

Respondent  Characteristics 
Surveys,  n  470 


Included 

422 

Excluded 

48 

Age,  yrs 

Mean 

42.27 

Range 

24-78 

Sex,  n 

422 

Male 

208 

Female 

213 

Practice  Setting 

Chain 

Independent 
Hospital 
Consulting 
Other 
Years  at  Practice  Site 


97  (23%) 

108(25.6%) 

90(21.3%) 

62(14.7%) 

65(15.4%) 


<5 
5-10 
10-20 
>20 


195(46.2%) 
84(19.9%) 
77(18.2%) 
66(15.6%) 


Salary 


<  $50,000 
$50  -  $75,000 
$75 -$100,000 
>  $100,000 
Hours  worked  per  week 


64(15.2%) 
1 07  (25.4%) 
1 90  (45%) 
61  (14.5%) 


<30 
30-40 
40-50 
>50 


69(16.4%) 
1 00  (23.7%) 
200  (27.4%) 
53(12.6%) 
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CONTINUING 
EDUCATION 

In  order  to  better  serve  our  members, 
NCAP  will  mail  a  special  CE  Supplement 
only  to  members  who  request  it.  CE  is  no 

longer  published  in  North  Carolina 
Pharmacist,  leaving  more  room  for  news  of 

interest  to  all  readers.  As  always, 

Continuing  Education  is  available  only  to 

members.  Members  who  would  like  to  be 

added  to  the  mailing  list  for  CE  should 

contact  Teressa  Reavis  at 

teressa@ncpharmacists.org  or  call 

91 9.967.2237  ext.  22. 

Sponsored  by 

Pharmacia 
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Production  and  Packaging  Operations 


Duke  University's  Pharmacy  Production  and  Packaging  area  pro- 
vides sterile  and  nonsterile  pharmaceuticals  in  formulations  and 
packaging  that  meet  the  varied  needs  of  physicians,  nurses,  phar- 
macists, researchers,  and  ultimately  the  pa- 

*  '  '      tient.  Consequently  we  have  many  phar- 

maceuticals unique  to  Duke,  and  some  that  are  variations  of  other 
products  which  don't  best  meet  the  needs  of  the  various  health  care 
professionals  or  their  patients. 

Now  let  us  consider  the  classes  of  products,  our  reason  for  ex- 
istence, who  we  serve,  documentation,  professional  responsibili- 
ties, and  the  facility. 

Classes  of  Products: 


STERILE 

NONSTERILE 

COMPOUNDED 

REPACKAGED 

Sterile  Bags 

Topical  Liquids 

Vials 

Vials 

Syringes 

Syringes 

Suppositories 

Enemas 

Topicals 

Sterile  and  Nonsterile 

Extempo 

aneous  products  on  demand 

Reasons  for  Production  and  Packaging: 

First,  economy  of  product.  We  prepare  or  unit-dose  package 


many  products  at  a  fraction  of  the  commercial  cost.  We  also  pre- 
pared many  items  before  the  much  more  expensive  me-too  com- 
mercial products  came  on  the  market.  Examples  include  sodium 
polystyrene  sulfonate  suspension,  nitroglycerin  injection,  and  mul- 
tiple trace  elements. 

Second,  efficiency,  i.e.  economy  of  time  with  workload  shift- 
ing. We  perform  batch  compounding  and  repackaging  operations 
much  more  efficiently  than  can  be  done  individually.  Examples 
include  repackaging  oral  liquids,  assembling  Add  Vantage  bags, 
preparing  various  kits,  preparing  weekly  Busulfan  Suspensions,  and 
fPIs  and  Spironolactone  for  suspension  from  pharmaceutical  grade 
powders.  These  are  done  as  routine  operations  and  not  as  a  catch- 
as-catch-can  operation. 

Third  is  the  ability  to  supply  special  products  of  otherwise 
unavailable  pharmaceuticals  either  as  routine  batch  products  or  for 
individual  patients.  Bulk  products  include  Bacitracin  Syringes, 
Alum  Irrigation,  Pediatric  Multiple  Trace  Elements,  Pediatric  He- 
patic Trace  Elements,  Oxybutynin  Bladder  Solution,  numerous  Car- 
dioplegia Solutions  for  adult  and  pediatric  use,  various  low  dose 
capsules  and  injections  for  pediatric  use,  feeding  tube  declogging 
kits,  and  PPls  for  suspension.  Latter  products  include  dye-free 
liothyronine  capsules  and  patient-specific  parenteral  amino  acid 
combinations. 

Many  other  special  products  are  for  investigational  purposes. 
We  work  closely  with  the  Drug  Investigations  pharmacists  and  the 
physicians  to  meet  their  needs  for  specific  doses  and  packages  and 
with  appropriate  blinding  techniques. 

Fourth  is  the  assurance  of  safety,  uniformity,  and  reliability. 


Uniting  independent  pharmacists 
from  coast  to  coast 


Demand  for  services  leads  to  national 


expansion  for  United  Drugs 

It's  no  longer  a  matter  of  just  getting  the  best  price. 
Today,  you  need  access  to  the  best  health  plans 
with  negotiated  contract  terms  and  conditions. 


United  Drugs  delivers! 

Our  unique  member-owned  cooperative  of  independent  pharmacies  has  been  serving  the 

needs  of  members  since  1976,  first  in  the  west  and  now  throughout  the  country. 

Get  a  year-end  patronage  dividend  with  no  annual  or  monthly  fees! 


Serving  independent 
pharmacists  for  over 
25  years 


rV 


United 
Drugs 


800-800-2988 

7227  N.  16th  Street  #160 

Phoenix,  AZ  85020-5256 

www.uniteddrugs.com 
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We  use  standardized  formulas  and  procedures  performed  by  spe- 
cialized people  with  appropriate  skills  and  equipment  in  areas  de- 
signed for  these  purposes. 

Fifth  is  the  ability  to  meet  many  industrial  shortages  and 
outages.  Recent  examples 
involved  Heparin  Flush  Sy- 
ringes, Hyaluronidase  injec- 
tion. Bacitracin,  which  was 
not  an  issue  for  us  as  we  use 
a  better  alternative  to  vials, 
various  Add  Vantage  antibi- 
otics, and  Fentanyl  Injection. 

Another  responsibility 
involves  tax-free  alcohol  for 
some  Medical  Center  users. 
We  receive,  store,  issue,  in- 
ventory, and  prepare 
monthly  reports  of  income 
and  outgo. 


Areas  Served 

We  provide  service  to 
every  area  of  the  medical 
center  and  its  affiliated  hos- 


Donald  A.  Holloway  in  a  compounding  lab  at  Duke  U.  Medical  Center. 


pitals.  This  includes  Pediatrics,  Metabolism  and  Genetics,  the  Op- 
erating Room,  the  pharmacy  satellites  and  sterile  compounding 
area,  central  and  outpatient  pharmacies.  Dermatology,  Emergency 
Room,  Investigational  Drugs,  Urology,  the  Eye  Hospital.  Ob-Gyn. 
and  E.N.T. 

Documentation 

Compounding  and  repackaging  operations  are  recorded  as  num- 
bered batch  procedures.  Three  records  are  associated  with  an  item 
and  batch.  A  LogBook  is  a  chronological  listing  of  batches  pre- 
pared with  the  assigned  batch  number.  A  Batch  Card  contains  the 
batch  history  of  an  item  with  batch  numbers,  dates,  and  quantities 
prepared.  It  allows  determination  of  each  product's  output  and  batch 
number.  The  Batch  Work  Sheet,  one  for  each  batch,  details  compo- 
nents and  quantities,  packaging  specifications,  necessary  equipment, 
and  detailed  preparation  instructions.  Component  manufacturers 
and  lot  numbers  are  entered  on  the  sheet.  Repackaging  and  Assem- 
bly Master  Work  Sheets  contain  comparable  necessary  information. 
When  appropriate,  a  sterility  test  report  is  pail  of  the  work  sheet. 

Professional  Responsibilities 

The  pharmacist's  professional  responsibilities  include  much 
compounding,  formulation  determination,  preparing  all  master  work 
sheets,  establishing  policies  and  procedures,  determining  sources 
of  supplies,  performing  various  assays  and  sterility  tests,  checking 
and  verifying  all  completed  products,  and  working  with  physicians, 
pharmacists,  nurses,  researchers,  and  others.  Related  but  delegable 
tasks  included  preparing  work  and  alcohol  reports  and  determining 
product  costs,  and  inventory  functions. 

Basic  pharmaceutical  knowledge  includes  pharmaceutics,  for- 
mulation, excipients,  antibacterials  and  anti-oxidants.  sterile  tech- 
nique, sterilization  methods  of  autoclaving  and  filtration  and  test- 
ing, wet  assays,  and  a  host  of  related  topics. 

Production  Facility 

The  Production  facility  is  designed  for  these  tasks  and  is  com- 


partmented  for  separation  of  types  of  tasks,  and  maintenance  of 
cleanliness.  There  are  specific  rooms  for  1 )  unit  dose  packaging  ol 
solid  orals,  2)  batch  records  and  sophisticated  label  printing  equip- 
ment with  computer  programs.  3)  encapsulation  and  malodorous 

or  other  procedures  requir- 
ing ventilation  to  the  out- 
side, 4)  Class  1(100  sterile 
products  room  with  annex. 

5)  assay  and  sterility  testing. 

6)  small  volume  compound- 
ing, 7)  weighing.  5)  general 
purpose  repackaging,  6)  two 
offices,  7)  large  volume 
compounding  area  with 
sinks  and  purified  water 
source,  8)  movable  storage 
shelving,  9)  a  second  ster- 
ile room.  10)  an  area  for 
storing  completed  Add  Van- 
tage bags  and  other  tasks  in- 
cluding batch  syringe  label- 
ing and  tamper-proof  seal- 
ing, and  1 1 )  two  small  mis- 
cellaneous storage  rooms. 

Being  apart  from  the  hospital,  we  also  have  a  break  room,  restrooms. 
an  autoclave  room,  and  other  support  rooms. 


About  the  Author... 

Donald  A-  Holloway,  PharmD.  is  the  former  Supervisor  of  Production  and  Packag- 
ing in  the  Department  of  Pharmacy  at  Duke  University  Medical  Center.  He  can 
be  reached  at  DNHolloway@aol.com 


We-  are-  d&dioafcd  \o  oleoma  \^\oi\\eA 

pharmacists"  m  \obc,  that  are-  nsht  for  the-rvi. 

RPh  on  the  go"  knows  that  you  are  on  the  move  —  we're  here  to  make  it 
easy  for  you!  Call  1-800-527-5957  or  take  advantage  of  our  No-Risk 
registration  by  logging  onto  our  website  at  www.rphonthego.com 

Equal  Opportunity  Employer 


RPh  on  the  go 

Careers  in  Pharmacy 
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APhA  Awards  Incentive  Grant 
to  Pharmacist  in  North  Carolina 
APhA  Foundation's  Incentive  Grant  Re- 
cipients for  2003  include  North  Carolina 
pharmacists  Katherine  M.  Heller,  PharmD. 
of  Kerr  Drug  in  Asheville,  and  Susan  E. 
Spencer,  PharmD,  of  Moose  Pharmacy  in 
Concord.  The  APhA  Foundation  awards  up 
to  twenty  $1,000  grants  annually  for  phar- 
macists to  implement  innovative  pharma- 
ceutical care  projects  within  the  pharmacy. 
The  Incentive  Grants  program  is  intended 
to  focus  pharmacists'  attention  on  the  need 
to  reengineer  their  practice  along  lines  that 
incorporate  more  specific  patient-centered 
services  and  enhance  health  care  delivery 
with  the  use  of  today's  technology.  Grants 
are  available  to  practitioners  in  all  practice 
settings  to  develop  innovative  services  and 
to  share  their  experiences  with  other  phar- 
macists. Up  to  20  applicants  will  be  se- 
lected to  receive  the  grant  money  to  ini- 
tiate or  enhance  a  pharmaceutical  care  ser- 
vice. Contact  APhA  for  more  information. 


NCAP  Auxilliary  to  Auction 
Silver  for  Scholarship  Money 
NCAP  Auxilliary  President  Margaret 
Randall  holds  a  silver  teapot  from  the 
collection  of  silver  on  display  at  the 
NCAP  office.  The  silver  is  owned  by  the 
Auxilliary  and  the  group  plans  to  auc- 
tion it  later  this  year  to  raise  money  for 
scholarships.  The  Auxilliary  will  meet 
informally  for  lunch  at  12:00  noon  on 
Tuesday,  Oct.  28  at  the  Carolina  Club  in 
Chapel  Hill.  Anyone  interested  in  join- 
ing the  group  is  welcome  to  attend. 


NCAP  Member  Elected  to 
Pharmacists  Mutual  Board 
The  annual  meeting  for  policyholders  of 
Pharmacists  Mutual  Insurance  Company  in 
Algona,  Iowa  was  held  April  25,  2003. 
Newly  elected  to  the  board  was  Mike 
James,  owner  of  Person  Street  Pharmacy 
in  Raleigh.  North  Carolina.  James  gradu- 
ated from  Samford  University  in  Birming- 
ham, Alabama  with  a  BS  degree  in  Phar- 
macy. He  is  a  member  of  the  National  Com- 
munity Pharmacists  Association.  Associa- 
tion of  Community  Pharmacists,  Fellow 
American  College  of  Apothecaries,  North 
Carolina  Association  of  Pharmacists,  Pro 
Care  Association  and  the  North  Carolina 
Banking  Commission.  James  is  President 
of  Person  Street  Pharmacy,  Inc.,  President 
of  Century  Drug,  Inc.  in  Deerfield  Beach, 
Florida  and  Governmental  Affairs  Direc- 
tor for  North  Carolina  Mutual  Wholesale 
Drug  Company. 

UNC  Pharmacist  Receives 
Kappa  Epsilon  Award  of  Merit 
Betty  Dennis.  PharmD,  MS,  CDE,  CPP. 
FASHP,  Senior  Clinical  Specialist  at  UNC 
Hospitals,  has  been  selected  to  receive  the 
Kappa  Epsilon  Award  of  Merit.  The  Award 
was  presented  in  July  at  the  44th  National 
Kappa  Epsilon  Convention  in  Kansas  City. 
Missouri.  The  Award  of  Merit  is  intended 
to  recognize  an  alumni  member  who  is  ac- 
tive within  the  profession  of  pharmacy  and 
meets  one  or  more  of  the  following  crite- 
ria: active  as  leader  in  pharmacy  on  the  state 
or  national  level,  involved  in  pharmacy 
education  for  at  least  3  years,  or  has  made 
an  outstanding  contribution  to  the  profes- 
sion of  pharmacy.  Betty  has  a  very  active 
clinical  practice  at  the  Ambulatory  Care 
Center  at  the  University  of  North  Carolina 
(UNC)  Hospitals  and  has  an  appointment 
as  Clinical  Associate  Professor  at  the  UNC 
School  of  Pharmacy.  She  has  also  served 
as  Director  of  the  Ambulatory  Care  Resi- 
dency Program  for  several  years.  She  is  cer- 
tified by  the  North  Carolina  Boards  of  Phar- 
macy and  Medicine  as  a  Clinical  Pharma- 
cist Practitioner  and  she  is  a  Certified  Dia- 
betes Educator  as  well.  She  maintains  an 
active  role  in  research  and  research  related 
presentations  in  her  area  of  practice.  She 
has  received  many  honors  and  awards  in- 
cluding NCAP's  Pharmacist  of  the  Year 
Award,  North  Carolina  Pharmaceutical  As- 


sociation Presidential  Award,  and  Ameri- 
can Society  of  Hospital  Pharmacists  Fel- 
low. Betty  has  been  actively  involed  on 
multiple  committees  of  both  local  and  na- 
tional organizations.  After  serving  as  Kappa 
Epsilon  advisor  for  ten  years  ( 1986-1996, 
Lambda)  at  the  UNC 

School  of  Pharmacy,  she  was  inducted  into 
the  organization  and  has  served  as  a  leader 
in  pharmacy  in  clinical  practice,  teaching, 
and  research.  She  has  continued  to  serve 
as  a  mentor  to  pharmacy  students,  residents, 
and  pharmacy  colleagues  throughout  her 
career. 

NC  Pharmacist  Published  in 
Archives  of  Internal  Medicine 
Once  again  a  North  Carolina  pharmacist 
has  helped  demonstrate  the  value  of  phar- 
macists in  assuring  appropriate  drug 
therapy  and  management.  Nancy  Allen 
LaPoint's  article  "Medication  Errors  in 
Hospitalized  Cardiovascular  Patients"  was 
published  in  a  recent  issue  of  Archives  of 
Internal  Medicine.  The  Institute  of  Medi- 
cine report  "To  Err  is  Human:  Building  a 
Safer  Health  System"  recommends  phar- 
macist participation  in  patient  rounds  as  an 
immediate  approach  to  reducing  medical 
errors.  In  the  same  report  and  in  prior  pub- 
lications, cardiovascular  drugs  have  been 
commonly  associated  with  severe  adverse 
drug  events.  She  performed  a  systematic 
review  of  the  experience  of  a  clinical  phar- 
macist on  cardiology  wards  between  1995 
and  2002  to  classify  medication  errors  ac- 
cording to  type  of  error,  medication(s)  in- 
volved, personnel  involved,  stage(s)  of  drug 
administration  involved,  and  time  of  year 
most  frequently  associated  with  errors.  ♦> 


Calendar 


September  6-7:  18th  Annual  Pharmacy 
Practice  Seminar  Wilmington  Hilton  Hotel. 
Wilmington,  NC.  A  Pharmacy-Based 
Immunization  Delivery  program  will  be  held 
in  conjunction  with  this  meeting.  Call 
91 9.966. 11 28  tor  more  information. 

October  27-29:  NCAP  Annual  Convention 

Sheraton  Imperial,  Research  Triangle  Park, 
NC.  A  Technology  Bootcamp  will  be  held  in 
con|unction  with  this  meeting.  For  more 
information  call  91 9.967.2237  or  visit  the 
NCAP  Web  site  at  www.ncpharmacists.org 
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North  Carolina  Association  of  Pharmacists 
Endowment  Fund  Pledge  Form 


Are  you  ready  to  accept  a  challenge?  NCAP's  building  needs  lots  of  repairs  so  we  are  asking  you  to 
help  by  making  donations  to  the  NCAP  Endowment  Fund.   If  we  can  raise  $50,000  we  will  receive  a 
matching  grant  from  the  Pharmacy  Network  National  Corporation  Foundation.  We'll  need  an 
additional  $100,000  to  achieve  our  ultimate  goal  of  $200,000.  Please  say  "I  can."  We  need  your 
tax-deductible  contributions  in  order  to  preserve  our  building. 


Yes  "I  can"  help  NCAP  preserve  the  Institute  of  Pharmacy  building. 

Name 

Address  (city /state/zip) 

Phone  (home/business) 


My  pledge  to  the  NCAP  Endowment  Fund  is... 

□  $1,000  one  time  payment 

□  Other 

Signature 


$500  payment  in  2003  and  2004 


Please  make  checks  payable  to  NCAP  Endowment  Fund  and  mail  to: 
NCAP 

109  Church  St. 
Chapel  Hill,  NC  27516 

*  NCAP  is  providing  no  goods  or  services  in  return  for  this  donation. 


Date 
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138  North  Churton  Street 

Hillsborough,  NC  27278 

(919)644-1690     •     Fax  (919)644-1694 

e-mail  jim@vip-pharmacy.com 


Computer  Systems,  Inc. 

The  only  independently  owned  pharmacy  software  company  in  North  Carolina 


Specializing  in  Personal  Service 

•Twenty  +  years  industry  experience      •Nursinghome 
•On-site  installation  and  training  'Point-of-Sale 

•On-call  technical  support  »IVR  (Coming  Soon!) 


Now  offering  e-SIG! 

(Electronic  signature  capture) 

Fast,  Economical  Conversions 
for  Liberty/HCC,  QS1 ,  CRX,  RNA  &  others 

HIPAA  Compliant 

& 

NCPDP  5.1  Certified 

In  the  last  two  years,  1 50  pharmacies  have  converted 
to  VIP  Computer  Systems  and  software  - 

The  Fastest  Growing  Pharmacy  Software  Supplier  In  The  South 

4*1********CAR-RT   L0T**C-0G0  *** 

19854     JO 

Kathy  Kendrick 

Acquisitions  Services 

Health  Sciences  Library  Cbtt  7585  UNC 

Chapel  Hill  NC  27599-0001 
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Be  sure  to  renew  your  NCAP  membership  by  December  31 


MUTUAL  DRUG  COMPANY 


1-800-800-8551 


Mutual  Drug  offers  you  the  power  to  strengthen  your  independent  pharmacy.  With 
programs  and  services  dedicated  to  store  growth  and  customer  satisfaction,  you  get 
the  tools  you  need  for  your  independent  drug  store's  success. 

The  power  is  in  your  Hands 

As  always,  regardless  of  volume,  Mutual  Drug  treats  every  store  equally  in  terms  of 
price  and  service.  Today,  it  is  easier  than  ever  to  become  a  Mutual  member/owner.  Just 
call  the  phone  number  above  to  learn  more  information  about  joining  Mutual  Drug. 
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State  of  the  Association 


Fred  Eckel 
Executive  Director 


Last  year  I  suggested  that  NCAP  was 
surviving  and  we  hoped  to  thrive.  The 
long  pattern  of  social  disengagement  by 
many  pharmacists  from  the  broader 
"community  of  pharmacy"  meant  that 
NCAP  was  under-funded  and  had  lim- 
ited volunteer  support.  Together  this 
compromised  our  effectiveness  to  ad- 
vance pharmacy  practice  in  North  Carolina.  Although  a  true  turn- 
around has  not  happened,  we  are  making  progress. 
Membership 

Our  membership  has  begun  to  grow.  Pharmacy  students  at  the 
three  schools  of  pharmacy  have  taken  an  active  interest  in  NCAP. 
A  large  contingent  of  students  participated  in  this  year's  Conven- 
tion. Wingate  University  School  of  Pharmacy  brought  their  entire 
first-year  class  on  a  bus  to  participate  in  the  Tuesday  program.  This 
early  commitment  to  get  involved  in  NCAP  should  assure  a  bright 
future  for  the  Association  as  these  students  graduate  and  enter  prac- 
tice. The  new  faculty  at  Wingate  have  become  real  supporters  of 
NCAP.  lending  their  support  to  the  support  NCAP  has  been  receiv- 
ing from  the  schools  of  pharmacy  at  Campbell  University  and  UNC- 
Chapel  Hill. 

For  five  years  NCAP  has  sponsored,  in  July,  a  Leadership  De- 
velopment Program  for  all  North  Carolina  Pharmacy  Residents  and 
Preceptors.  This  program  is  designed  to  help  create  a  sense  of 
community  among  the  residents,  share  tips  to  get  the  most  from  a 
residency  and  identify  leadership  skills.  This  successful  program 
acquaints  pharmacy  residents  with  NCAP  as  an  organization  and 
encourages  them  to  join  and  support  the  state  pharmacy  associa- 
tion. 

A  similar  program  is  being  developed  for  student  leaders  at  the 
three  North  Carolina  schools  of  pharmacy.  This  program  will  be 
held  next  spring  and  will  be  supported  by  CVS.  As  you  can  see, 
NCAP  has  invested  a  lot  of  time  and  energy  in  encouraging  phar- 
macy students  to  get  involved  with  the  Association. 
Community  of  Pharmacy 

Strengthening  the  community  of  pharmacy  has  been  an  effort 
that  NCAP  undertook  in  2003.  One  effort  was  to  take  a  more  sup- 
portive role  in  facilitating  educational  programming  for  local  asso- 
ciations. I  offered  a  two-hour  ACPE  talk  to  local  associations  en- 
titled. "Pharmacy:  A  Profession  in  Transition."  and  presented  this 
at  a  number  of  local  associations.  Roy  Pleasants  coordinated  a 
program  that  presented  a  two-hour  ACPE  program  through 
Campbell  University  in  five  local  associations  throughout  North 
Carolina.  The  NCAP  Speakers  Bureau  was  utilized  by  a  number 
of  local  associations  to  provide  speakers  at  their  meetings.  These 
programs  will  continue  next  year. 

We  also  wanted  to  increase  cooperation  among  pharmacy  edu- 
cation, pharmacy  practice  and  the  Board  of  Pharmacy.  In  coopera- 
tion with  the  North  Carolina  Board  of  Pharmacy  and  the  three 
schools  of  pharmacy,  NCAP  coordinated  a  spring  regional  program 
in  seven  locations  across  North  Carolina.  This  was  supported  by  a 
grant  from  the  North  Carolina  Board  of  Pharmacy.  These  programs 
were  co-sponsored  by  AHEC's  and  local  associations.  Updates  on 
issues  in  pharmacy  education,  regulations  and  practice  were  pro- 
vided by  a  Dean,  the  Executive  Director  of  the  NC  Board  of  Phar- 
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macy,  and  myself.  This  program  was  well  received  and  will  con- 
tinue as  an  annual  event. 
Institute  of  Pharmacy  Building 

After  considering  selling  the  Institute  of  Pharmacy,  the  NCAP 
Board  decided  to  retain  the  Institute  of  Pharmacy  as  the  home  of 
NCAP.  To  assure  stability  in  ownership  and  remove  concern  with 
building  upkeep  from  the  NCAP  Board  agenda,  the  ownership  of 
the  Institute  of  Pharmacy  was  transferred  in  October  2003  to  the 
NCAP  Endowment  Fund.  A  successful  fund-raising  effort  led  by 
President  Jack  Watts  has  secured  funds  to  remodel  and  maintain 
the  building.  Contributions  can  still  be  made  as  we  have  not  reached 
our  goal.  At  the  Convention  NCAP  received  a  $50,000  check  from 
the  Pharmacy  Network  Foundation  because  we  met  their  challenge 
giant.  They  also  agreed  to  another  $50,000  challenge  for  2004. 

Many  who  visit  NCAP  for  the  first  time  are  impressed  with  the 
building.  We  look  forward  to  showing  off  our  refurbished  home 
when  the  Endowment  Fund  Building  Committee  completes  its  work. 
NCAP  Staff 

A  Staff  Review  Committee  was  appointed  by  President  Watts  to 
evaluate  operations.  The  Committee  made  a  number  of  recom- 
mendations, including  the  outsourcing  of  payroll  and  accounting. 
This  allowed  NCAP  to  eliminate  the  Accountant  position  and  saved 
approximately  $25,000.  In  the  summer  our  Meeting  Coordinate 
resigned  to  relocate  with  her  family.  We  have  not  replaced  this 
position  and  think  we  might  be  able  to  utilize  a  part-time  person  in 
this  position.  This  staff  reduction  will  allow  NCAP  to  hire  a  full- 
time  Executive  Director  when  I  resign. 

Needless  to  say.  our  current  staff  had  to  increase  their  responsi- 
bilities. We  are  still  in  need  of  better  cross-training,  but  our  staff  is 
capable,  willing  and  effective.  NCAP  members  can  be  proud  of 
the  staff  running  the  Association. 

We  continue  to  use  Alley  and  Associates  to  monitor  the  North 
Carolina  Legislature  for  NCAP.  We  provide  a  small  stipend  to 
Mike  James  to  help  us  better  coordinate  our  lobbying  with  the 
broader  pharmacy  practice  lobbying  community.  With  Associa- 
tion of  Community  Pharmacists  (ACPI  shouldering  a  larger  por- 
tion of  the  pharmacy  legislative  agenda,  NCAP  has  been  able  to 
play  a  supporting  role.  NCAP  plans  to  make  its  Pharmacists'  Day 
in  the  Legislature  an  annual  event  to  encourage  more  pharmacists 
to  get  involved  in  the  legislative  process. 
Personal  Comments 

I  must  confess  that  revitalizing  NCAP  into  a  stable  and  effec- 
tive organization  has  required  more  effort  than  I  originally  thought. 
I  never  doubted  the  importance  of  the  effort,  but  at  times  doubted 
my  ability  to  make  it  happen.  I  would  like  to  invest  several  more 
years  in  this  effort,  but  it  is  now  time  to  begin  planning  the  transi- 
tion. The  Executive  Committee  will  meet  with  a  consultant  to  talk 
about  developing  a  succession  plan.  We  plan  to  use  the  next  Lead- 
ers Forum,  coordinated  by  the  North  Carolina  Board  of  Pharmacy, 
to  evaluate  NCAP's  progress  and  assess  the  needed  organizational 
structure  for  the  North  Carolina  Pharmacy  community.  These  ef- 
forts will  assure  a  smooth  leadership  transition.  Thank  you  again 
for  the  opportunity  to  continue  to  serve  North  Carolina  pharmacy 
and  NCAP.  I  want  to  also  express  appreciation  to  my  colleagues  at 
the  UNC-Chapel  Hill  School  of  Pharmacy  who  have  supported  me 
in  so  many  ways  so  that  I  could  undertake  this  role  at  NCAP.  ♦ 
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Make  NCAP  a  Winner  in  2004 


Jack  Watts 
President,  NCAP 


Dear  Fellow  Pharmacists  and  Technicians, 


This  will  be  the  last  article  I  will  write  as  President  of  NCAP.  When  the  year  started  last  October  it 
was  my  dream  to  double  the  membership  of  our  Association.  It  didn't  happen.  Not  even  close.  Had  we 
accomplished  this,  it  would  have  made  things  better  when  we  go  to  Raleigh  to  fight  for  pharmacy  bills 
that  come  before  the  Legislature. 

I  wanted  to  help  build  an  army  of  soldiers  for  pharmacy  and  to  lead  the  Association  to  great  things.  It 
didn't  happen  because  I  did  not  have  enough  help  from  the  soldiers  in  the  profession  of  pharmacy.  All 
this  effort  is  for  the  future  of  the  profession,  especially  for  all  the  younger  pharmacists  out  there.  If  we 
can't  get  our  membership  roll  up  to  a  respectful  number,  then  the  future  just  doesn't  look  that  bright. 

This  may  sound  like  "doom  &  gloom,"  and  I  really  don't  want  it  to  sound  that  way.  I  just  want  to 
wake  the  pharmacists  of  North  Carolina  up,  all  7,000  plus. 

This  article  is  not  pointed  at 
present  members.  You  are  doing 

your  pan 1  and  many  many  thanks  « PhaVmac'lStS  ClM  techlUCianS 

tor  this.  Now,  as  I  have  said  before. 

if  the  present  membership  would  get         need  each  Otkei',   WOW  SO  HOW 

just  one  new  member  to  join  we 

could  double  our  present  member-  tllClfl  eVei'  before '." 

ship.  

Believe  me,  numbers  do  make  a 
difference  when  we  go  to  the  Legislature  in  Raleigh  to  protect  our  profession. 

Remember,  we  set  out  to  grow  our  Association  and  keep  it  growing.  Maybe  our  new  president  for 
2004,  Mark  Gregory,  can  pick  up  where  we  left  off  and  accomplish  this  task.  I  will  surely  be  helping  to 
make  all  this  happen. 

It  is  hard  to  believe  that  a  pharmacist  or  technician  in  North  Carolina  would  not  join  NCAP  to  help 
our  profession.  Pharmacists  and  technicians  need  each  other,  more  so  now  than  ever  before. 

Let  me  thank  all  of  you  who  have  done  your  part  to  help.  Let's  keep  our  Association  up  and  going  so 
we  can  be  a  large  player  in  our  state's  health  team.  Please  say  "Yes,  I  can"  and  help  us. 

The  pharmacist  who  fully  absorbs  the  professional  conception  of  his/her  career  and  enthusiastically 
lives  up  to  that  viewpoint  cannot  help  but  come  out  a  winner.  So  let's  start  now  with  a  desire  for  our- 
selves and  NCAP  to  be  winners  for  2004. 

Together  let  us  "Do  Something  Amazing." 


Sincerely, 


Jack  G.  Watts,  BS  Pharm 

President 

North  Carolina  Association  of  Pharmacists 


...applying  drug  knowledge  to  improve  health 
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Preparing  Tomorrow's  Pharmacists 

Campbell  University  Experiencing  Strong  Growth 


Growth  is  defined  as  the  development  from  a  simpler  to  a 
more  complex  form;  an  increase  in  size,  number,  value,  or 
strength.  Growth  is  exactly  what  Campbell  University  School 
of  Pharmacy  has  been  experiencing.  In  May  2003.  our  school 
reached  a  benchmark  by  graduating  our  one-thousandth  stu- 
dent from  the  Doctor  of  Pharmacy  program.  The  class  of  2003 
also  showed  their  strength  by  scoring  a  100%  passage  rate  on 
the  state  board  exam.  And  if  that  isn't  enough,  the  applicant 
pool  for  the  2003-2004  entering  class  was  the  largest  and  strongest  group  of  appli- 
cants to  date.  More  than  half  of  the  entering  class  members  are  Dean  Scholar's 
(GPA's  greater  than  3.50),  while  the  entire  class  boasts  an  average  class  GPA  of  3.36. 
Class  size  has  increased  by  25%  in  the  last  six  years;  and  in  addition  to  our  Phar- 
maceutical Sciences  program,  our  Clinical  Research  program  has  recently  expanded 
to  include  both  Bachelor's  and  Master's  degree  programs.  Our  dual  degree  pro- 
grams in  Business  Administration.  Pharmaceutical  Sciences  and  Clinical  Research 
continue  to  expand  to  allow  students  to  pursue  specialized  comprehensive  course 
options.  In  a  recent  employer  survey,  employers  were  asked  to  compare  Campbell 
graduates  to  other  pharmacists.  More  than  85%  of  those  employers  rated  the  Campbell 
alumni  above  average  or  excellent. 

With  more  than  1 ,050  students  graduated  from  our  program  thus  far,  we  have 
instituted  a  more  structured  alumni  support  network.  This  network  allows  for  our 
alums  to  become  part  of  an  established  pharmacy  alumni  association  dedicated  to  the 
betterment  of  the  school,  its  programs  and  outcomes.  Alumni  are  being  utilized  in 
the  recruitment  of  new  students,  as  well  as  serving  as  a  representative  on  our  Alumni 
Board  and  Board  of  Visitors — an  external  panel  that  represents  contemporary  Ameri- 
can pharmacy  and  assists  in  the  fulfillment  of  our  mission,  "to  educate  students  in  a 
Christian  environment  to  be  pharmacists  or  pharmacy- 
related  professionals..." 

This  year  our  school  has  made  important  strides  in 
the  technological  advancement  of  our  programs;  first, 
by  implementing  wireless  networks  in  several  class- 
rooms and  lecture  halls;  and  second,  by  completing 
our  laptop  computer  initiative  established  in  2000. 
Each  student  in  all  four  PharmD  classes  now  has  a 
laptop  computer,  which  is  issued  to  them  in  their  first 
year  of  study.  In  addition,  we  have  begun  the  utiliza- 
tion of  Personal  Digital  Assistants  (PDAs)  for  students  completing  their  final  year  of 
clinical  training.  These  PDAs  allow  the  students  to  more  efficiently  track  patients 
and  retrieve  therapeutic  information. 

Our  school's  growth  is  not  only  characterized  by  the  benchmarks  above,  but  by 
the  tremendous  success  and  appreciation  of  our  program  by  our  graduates.  Our  com- 
mitment to  providing  a  quality,  specialized  education  is  the  foundation  for  graduat- 
ing pharmacists  who  are  leaders  in  their  profession  and  communities.  Growth  is  not 
just  determined  by  an  increase  in  number,  but  most  importantly  it  is  characterized  by 
strength  and  value — strength  in  providing  a  quality  education  that  produces  first-rate 
pharmacists  in  the  profession;  and  value  in  providing  our  students  with  an  ethically 
driven  program  that  emphasizes  pharmaceutical  care  for  each  patient. 

Ronald  Maddox 

Dean.  Campbell  University  School  of  Pharmacy 


Campbell  University  School  of  Phar- 
macy (CUSOP)  prides  itself  in  pro 
viding  a  superior  educational  expe- 
rience in  a  Christian  environment.  Located 
in  Buies  Creek.  NC,  the  University  is  situ- 
ated close  to  many  major  hospitals,  com- 
munity pharmacies  and  pharmaceutical  in- 
dustry facilities  within  the  Fayetteville. 
Raleigh/Durham/Chapel  Hill  and  Research 
Triangle  Park  areas.  These  sites  offer  ex- 
ceptional opportunities  for  student  educa- 
tion. With  total  pharmacy  student  enroll- 
ment at  just  under  400.  the  class  size  allows 
for  specialized  classroom  attention  and  for 
students  and  professors  to  develop  the  ca- 
maraderie found  in  a  small  community. 
Beneath  the  School  of  Pharmacy  umbrella 
are  five  programs — the  Doctor  of  Pharmacy, 
and  both  B.S.  and  M.S.  degree  tracks  in 
Clinical  Research  and  in  Pharmaceutical 
Sciences. 

The  primary  mission  of  the  school  is  the 
education  of  each  individual  student.  This 
education  is  directed  by  18  faculty  mem- 
bers in  the  Department  of  Pharmaceutical 
Sciences,  as  well  as  30  faculty  members  in 
the  Department  of  Pharmacy  Practice.  In 
addition  to  the  several  pharmacy  practice 
faculty  based  on  the  main 
campus.  22  full-time  faculty 
members  teach  pharmacy  stu- 
dents in  the  clerkship  setting 
and  provide  pharmaceutical 
care  at  1 2  health  care  centers 
across  North  Carolina.  These 
centers  include:  Wake  Forest 
University  Baptist  Medical 
Center  in  Winston-Salem. 
Moses  Cone  Hospital  in  Greensboro.  Duke 
University  Medical  Center  and  the  Durham 
VA  Medical  Center  in  Durham.  Cary 
HealthCare  Associates.  Wilson  Community 
Health  Center.  Southern  Regional  AHEC 
and  Cape  Fear  Valley  Medical  Center  in 
Fayetteville.  Resources  for  Seniors  in  Ra- 
leigh. Pitt  County  Memorial  Hospital  in 
Greenville,  and  Kerr  Drug  in  Benson.  All 
mandatory  P-4  rotations  are  taught  by  these 
full-time  faculty  members. 

The  School  of  Pharmacy  recently  estab- 
lished Curriculum  Assessment  Teams, 
which  promote  collaboration  among  course 
directors  from  across  the  four-year  phar- 
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macy  school  curriculum  to  identity  common 
concepts  and  skills  to  be  developed  in  our 
graduates.  A  recent  addition  to  the  curricu- 
lum, as  a  result  of  this  team  approach,  is 
Introduction  to  Clinical  Research  Design 
and  Literature  Evaluation,  which  applies 
statistical  methods  to  the  interpretation  of 
medical  literature. 
Additionally,  all  of 
our  programs  em- 
phasize ethical  deci- 
sion-making, which 
directly  advances  the 
Christian  mission  of 
the  University. 

Campbell  Uni- 
versity School  of 
Pharmacy  also  pro- 
vides postgraduate 
education  and  train- 
ing in  seven  resi- 
dency programs: 
three  in  Community 
Pharmacy,  two  in 
Primary  Care,  one  in 
Drug  Information, 
and  one  in  Internal 
Medicine/Infectious 
Disease/Academics. 

Residents  in  two  of  the  programs  assist  with 
specialized  clinics  in  lipid  and  diabetes  man- 
agement. Campbell  University  School  of 
Pharmacy  and  Dunn-Erwin  Medical  Cen- 
ter have  initiated  a  clinic  for  monitoring  pa- 
tients with  high  cholesterol  levels  and  other 
related  diseases.  The  Lipid  Clinic  began  op- 
eration in  August  and  represents  an  effort 
to  combine  two  of  the  community's  great- 
est resources,  education  and  medical  exper- 
tise, to  improve  health  care  quality.  The  pro- 
gram provides  patients  with  the  medication, 
dietary  and  exercise  management  expertise 
to  assist  in  improving  their  health.  The  goal 
of  this  service  is  to  positively  affect  the 
therapeutic  response  and  outcome  of  pa- 
tients who  are  affected  by  cholesterol  and 
lipid-related  diseases  in  the  counties  sur- 
rounding the  University.  The  clinic  direc- 
tor will  assess  each  patient  referred,  recom- 
mend therapy  and  changes  to  therapy,  moni- 
tor for  efficacy  and  adverse  effects,  perform 
routine  lipid  levels,  and  request  other  labo- 
ratory tests  as  required.  Treatment  will  fol- 
low a  protocol  established  by  the  National 
Cholesterol  Education  Program  Adult  Treat- 
ment Panel  III  guidelines  and  will  be  su- 
pervised by  the  director  and  Campbell  Uni- 
versity School  of  Pharmacy  residents. 

In  addition  to  the  lipid  clinic,  Campbell 
University  School  of  Pharmacy  and  Wilson 


Dr.  Chris  Breivogel.  Assistant  Professor  of 
Pharmacology,  and  pharmacy  student  Jonathan 
Lambert  utilize  the  Brandel  Cell  Harvester  to 
analyze  drug  receptor  binding  interaction. 


Community  Health  Center  has  united  to  pro- 
vide an  interdisciplinary  program,  utilizing 
physicians,  nurse  practitioners,  physician 
assistants,  pharmacist  clinicians  and  a 
Campbell  University  School  of  Pharmacy 
Resident  to  optimize  therapeutic  outcomes 
and  quality  of  life  for  persons  with  diabe- 
tes. The  Diabetes 
Outcome  Manage- 
ment Program  pro- 
vides diabetes  pa- 
tients with  educa- 
tion, diabetes  man- 
agement skills,  and 
insulin  and/or  oral 
anti-diabetes  man- 
agement and  initia- 
tion therapy.  The 
program  also  fo- 
cuses on  the  instruc- 
tion of  self  monitor- 
ing blood  or  urinary 
glucose.  Clinic  pa- 
tients are  routinely 
monitored  on  diabe- 
tes control  param- 
eters as  outlined  by 
the  American  Dia- 
betes Association's 
"Minimal  Standards  of  Diabetes  Care." 

Science  education  and  health  promotion 
in  our  community  have  been  and  continue 
to  be  a  priority  for  our  school.  Campbell 
University  School  of  Pharmacy  has  been 
able  to  develop  a  program  dedicated  to 
teaching  local  middle  school  students  about 
self-healthcare  and  disease  prevention. 
Through  the  Baggett  Wellness  Institute 
Middle  School  Program.  CUSOP  has  phar- 
macy practice  residents  educate  students  in 
their  physical  education  classes,  presenting 
information  on  subjects  such  as  heart  dis- 
ease, diabetes  and  stress  reduction.  The 
Baggett  Wellness  Institute  Middle  School 
Program  supports  the  President's  Health 
Challenge  and  encourages  students  to  par- 
ticipate in  body-fat  and  blood  pressure 
screenings  and  heart  rate  monitoring.  Fur- 
thermore, the  Science  and  Technology  En- 
richment Program  ( STEP )  is  engaged  in  the 
enrichment  of  science  programs  at  the  lo- 
cal middle  schools.  Sixth,  seventh  and 
eighth  grade  students  participate  in  Satur- 
day lab  programs,  summer  camps  and  the 
annual  eighth  grade  Science  Career  Explo- 
ration and  Wellness  EXPO.  This  program 
has  given  the  School  of  Pharmacy  an  op- 
portunity to  provide  continuing  education 
workshops  for  teachers  on  Wisconsin  Fast 
Plants/Genetics,  microbioloav.  and  the  use 


of  electronic  probe-ware  in  the  classroom. 
Support  for  these  outreach  programs  has 
been  obtained  through  cooperation  from 
programs  such  as  the  Burroughs  Wellcome 
Fund — Student  Science  Enrichment  Pro- 
gram, the  NC  Biotechnology  Center,  pub- 
lic education  funds,  private  endowments  and 
CUSOP  faculty  commitment.  These  pro- 
grams continue  to  benefit  the  communities 
surrounding  Campbell  University,  teaching 
the  students  early  healthcare  techniques  and 
science  awareness. 

Research  initiatives  at  the  school  encom- 
pass a  broad  range  of  areas  and  specialties, 
including  both  clinical  and  basic  sciences. 
A  project  in  the  use  of  low  molecular  weight 
heparins  has  prompted  the  appointment  of 
one  faculty  member  to  the  steering  commit- 
tee for  the  largest  epidemiological  study  of 
deep  vein  thrombosis  ever  conducted;  he 
will  present  the  pharmacoecomic  findings 
of  this  study  at  an  international  conference 
in  October.  Additional  areas  of  research  in 
the  pharmacy  practice  area  include  the  in- 
vestigation of  the  use  of  pharmacodynam- 
ics in  predicting  the  success  of  vancomycin 
treatment  of  staphylococcus  bacteremia,  the 
efficacy  of  new  antifungals  in  the  prevention 
of  infections  in  high  risk  cancer  patients,  and 
the  safety,  efficacy  and  kinetics  of  aerosolized 
amphotericin  B  as  antifungal  prophylaxis  in 
solid  organ  transplant  recipients. 

As  part  of  a  private  institution  Campbell 
University  School  of  Pharmacy  prides  it- 
self in  maintaining  flexible,  comprehensive 
and  diverse  programs  of  study  which  serve 
not  only  North  Carolina  residents,  but  also 
students  from  across  the  nation  and  around 
the  world.  Promoting  collaborative  study 
programs  with  Campbell  University's  other 
schools — Business,  Law.  Education  and 
Divinity — has  provided  our  graduates  with 
unique  skill  sets  to  contribute  significantly 
to  the  solution  of  healthcare  and  drug 
therapy  problems  confronting  future  gen- 
erations. 


Campbell  U.  at  a  Glance: 

Current  Enrollment: 

389 

Female: 

268 

Male: 

121 

Class  of  2003  Postgraduate  Plans: 

Retail/Chain 

45 

Residency 

19 

Independent 

9 

Hospital 

6 

Ambulatory  Care 

4 

Long-term  Care 

2 

Other 

3 
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Preparing  Tomorrow's  Pharmacists 

UNC-CH  Creating  Leadership  in  Health  Care 


Imagine  how  difficult  it  would  be  for  UNC  graduates  to  ever 
see  themselves  as  Duke  Blue  Devils.  My  family  and  I  had  the 
same  obstacle  to  overcome  upon  leaving  our  Kentucky  Wild- 
cat affiliation  to  join  the  Tar  Heel  family,  but  that  we  did.  And 
v  with  every  passing  day  since  our  arrival  it  grows  increasingly 

^^      ^r^^^    clear  that  the  difficult  decision  to  relocate  was  the  right  one 
Bj^     ^|  We  left  one  excellent  school  of  pharmac)  and  great  public  uni- 

versity (with  its  own  storied  basketball  program!),  and  now 
belong  to  another  leading  public  university,  albeit  one  under  a  different  shade  of  blue. 
What  would  cause  someone  to  relinquish  more  than  two  decades  invested  in  a 
wonderful  campus  and  community?  The  answer  is  simple:  The  opportunity  to  join 
100  years  of  leadership  at  one  of  the  nation's  finest  schools  of  pharmacy,  to  take  the 
reins  of  a  strong  program  and  capitalize  on  its  strengths  while  strengthening  its  weak- 
nesses. 

There  are  6,000  UNC  School  of  Pharmacy  alumni  throughout  the  nation  and  the 
world.  These  men  and  women  are  involved  in  every  phase  of  the  profession,  from 
professional  association  involvement  to  pharmacy  education,  to  leading  the  practice 
of  pharmacy  at  the  retail  and  institutional  levels.  While  many  schools  can  boast  a 
single  area  of  strength,  I  can  think  of  no  single  program  with  as  broad  an  influence  on 
the  profession. 

As  I  begin  my  new  role  at  UNC,  I  stand  with  alumni.  North  Carolina  pharmacists, 
and  every  citizen  of  our  state  as  we  proudly  share  ownership  in  the  remarkable  new 
$24  million  addition  to  the  School  that  is  Kerr  Hall.  This  state-of-the-art  research  and 
teaching  facility  will  make  each  of  us  beneficiaries  in  the  next  era  of  pharmacy  educa- 
tion at  Carolina.  In  addition,  the  recent  gift  of  alumnus  Fred  Eshelman  has  doubled 
the  funds  raised  from  private  sources  over  the  last  four  years.  This  is  support  that  will 
translate  into  extraordinary  opportunities  for  faculty,  staff,  and  students,  creating  a 
springboard  for  compelling  new  research  efforts  and  teaching  programs. 

Where  we  go  from  here  is  up  to  each  and  every  one  of  us  who  live  in  North  Caro- 
lina. If  we  believe  in  the  profession,  both 
past  and  future,  then  we  must  make  our  in- 
vestment in  what  we  believe  in.  We  must 
continue  to  improve  excellence  in  the  class- 
room so  that  the  professional  student  is  the 
best  pharmacist  graduating  from  any  school 
of  pharmacy.  We  must  improve  research 
opportunities  for  our  faculty  and  graduate 
students  through  grants.  We  must  develop 
our  junior  faculty  members  to  become  the 
finest  educator/researcher/clinician.  We  must  do  all  of  this  in  the  face  of  existing  bud- 
get cuts  and  a  struggling  state  economy  with  one  guiding  principle:  to  improve  health 
outcomes  for  all. 

My  arrival  was  premised  on  the  past  support  of  the  pharmacists  of  North  Carolina 
and  I  know  that  moving  forward,  they  will  continue  to  support  their  state's  school  of 
pharmacy. 

The  challenge  is  great,  but  the  financial  and  intellectual  capital  that  exists  in  our 
state  will  sustain  the  engine  that  drives  our  success. 

Robert  A.  Blouin 

Dean,  University  of  North  Carolina-Chapel  Hill  School  of  Pharmacy 


Founded  in  1897.  the  UNC  School  of 
Pharmacy  is  a  leading  program  at  the 
nation's  oldest  public  university. 
Through  the  decades,  Carolina  has  estab- 
lished a  proud  tradition  of  developing  in- 
novators in  the  health  care  field,  pharmacy 
graduates  universally  recognized  for  their 
skill,  ability,  and  desire  to  serve  the  profes- 
sion and  contribute  to  their  communities. 
Today,  the  School  is  stronger  than  ever. 

The  goal  of  the  UNC  School  of  Phar- 
macy is  to  provide  a  diverse  student  body 
with  a  wide  range  of  opportunities  in  the 
pharmaceutical  sciences.  The  School's  mis- 
sion is  to  achieve  excellence  in  sponsored 
research  and  progressive  pharmaceutical 
care  practice. 

This  mission  is  made  possible  because 
of  the  School's  role  in  a  comprehensive  aca- 
demic health  center  linked  to  North 
Carolina's  Area  Health  Education  Centers 
(AHEC)  system  and  through  relationships 
with  pharmaceutical  research  and  develop- 
ment organizations.  The  combination  of 
these  resources  creates  one  of  the  most  dy- 
namic centers  of  learning  in  the  nation. 

Professional  Study  at  Carolina 

Carolina  faculty  understands  that  the 
practice  and  science  of  pharmacy  is  con- 
stantly changing,  because  we  are  changing 
it.  The  School  is 
dedicated  to  in- 
novation in  re- 
search and  in- 
struction and 
uses  a  variety  of 
methods  to  en- 
gage students  in 
the  classroom 
and  experiential 
settings.  Faculty  emphasize  personal  inter- 
action— the  hallmark  of  an  excellent  phar- 
macist. 

The  first  year  of  the  professional  pro- 
gram ( Doctor  of  Pharmacy  I  emphasizes  the 
basic  sciences  that  serve  as  a  foundation  for 
patient  care  while  students  are  introduced 
to  the  role  of  the  pharmacist  in  health  care. 
Second  year  students  transition  into  inten- 
sive therapeutic  instruction,  learning  how 
diseases  such  as  diabetes,  hypertension,  and 
asthma  are  best  managed  with  the  appro- 
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priate  use  of  medications.  In  their  third  year, 
students  continue  therapeutics  instruction 
with  increasingly  more  complex  cases, 
learning  how  best  to  care  for  patients  with 
different  types  of  cancers  and  infectious  dis- 
eases. 

The  principles  of  progressive  care  come 
into  focus  in  the  Pharmaceutical  Care  Labo- 
ratory, known  as  the  Skills  Lab.  It  is  an 
award-winning  element  of  the  UNC  teach- 
ing philosophy  where  hands-on  activities 
and  interaction  provide  students  the  oppor- 
tunity to  apply  content  learned  in  the  didac- 
tic portions  of  the  cur- 
riculum. 

For  instance,  a  stu- 
dent learning  about  dia- 
betes in  a  therapeutics 
class  is  also  learning 
how  to  teach  a  patient 
to  use  a  blood  glucose 
monitor  to  manage  his 
disease  while  in  Skills 
Lab.  Students  begin 
Skills  Lab  training  their 
very  first  week  of  the 
program  and  continue 
on  a  weekly  basis  until 
spring  of  their  third  year. 
Many  elective 
courses  in  the  profes- 
sional program  (Doctor 
of  Pharmacy)  include 
health  profession  students  from  other  disci- 
plines, allowing  pharmacy  students  to  learn 
more  about  the  other  members  of  the  health 
care  team.  Programs  in  collaborative  teach- 
ing, practice  and  research  exist  with  the 
Schools  of  Medicine,  Nursing.  Dentistry.  Al- 
lied Health,  Public  Health  and  Social  Work. 

Rotations 

Fourth  year  students  are  primarily  en- 
rolled in  clinical  clerkships  learning  to  ap- 
ply their  knowledge  of  drugs.  The  exten- 
sive clerkship  program  at  Carolina  is  the  real 
difference  between  the  PharniD  degree  and 
the  former  BS  Pharmacy  degree.  Experts 
agree  that  increasing  the  amount  of  clinical 
exposure  significantly  improves  the  clini- 
cal skills  of  pharmacy  graduates. 

The  AHEC  system  gives  our  students  the 
opportunity  to  connect  with  communities 
and  deepen  their  understanding  of  the 
unique  challenges  facing  the  health  care 
profession  while  gaining  hands-on  experi- 
ence critical  for  their  transition  from  stu- 
dent to  practitioner.  A  number  of  alterna- 
tive clerkship  opportunities  are  available  as 
elective  rotations. 


Research 

Community  pharmacies  may  he  the  most 
familiar  environment  for  the  profession,  but 
the  glory  goes  to  the  lab.  Opportunities  in 
drug  research  and  the  pharmaceutical  indus- 
try at  the  School  of  Pharmacy  have  led  many 
students  to  focus  on  research. 

Faculty  and  graduate  students  conduct 
research  in  the  areas  of  HIV/AIDS,  oncol- 
ogy, nuclear  pharmacy,  pediatric  pharma- 
cology, regulatory  policy,  combinatorial 
chemistry  and  natural  products,  to  name 
only  a  few  of  the  many  research  areas  be- 


Associate  professor  Tina  Brock  speaks  to  first  year  students  during  fall  orientation 


ing  actively  pursued.  Students  may  pursue 
a  PhD  in  Pharmaceutical  Sciences  through 
programs  offered  in  each  of  the  School's 
divisions:  Drug  Delivery  and  Disposition. 
Pharmacotherapy,  Medicinal  Chemistry  and 
Natural  Products,  and  Pharmaceutical 
Policy  and  Evaluative  Sciences.  The  divi- 
sions and  the  office  of  Graduate  Education 
and  Research  held  their  inaugural  Research 
Symposium  this  past  spring. 

The  PhD  program  focuses  on  contem- 
porary research  methods  and 
multidisciplinary  collaborative  research 
with  other  UNC  schools,  departments,  in- 
stitutes, centers  and  organizations  around 
the  world.  Affiliations  with  the  National 
Institute  for  Environmental  Health  Sciences. 
Duke  University,  Bowman  Gray  School  of 
Medicine,  and  the  U.S.  Environmental  Pro- 
tection Agency  allows  for  a  uniquely  rich 
training  experience. 

Fellowships  and  programs  with  research 
and  drug  information  organizations  such  as 
PPD  Inc..  GlaxoSmithKline,  and  ATP,  as 
well  as  several  new  companies  formed  in 
collaboration  with  School  faculty  provide 
collaborative  research  opportunities  for  fac- 


ulty and  serve  as  the  training  ground  lor  Phi) 
students  and  elective  rotation  sites  for  fourth 
year  professional  students. 

Research  nourishes  within  the  new  Ken- 
Hall  addition.  It  houses  cutting-edge  labo- 
ratories and  unique  facilities,  including  a 
"bu  i  Id  ing-  with  in -a-  building,"  housing 
nuclear  magnetic  resonance  and  advanced 
microscopic  equipment  in  a  space  designed 
to  withstand  ground  and  building  vibrations. 
Rounding  out  the  research  wing  of  Kerr  Hall 
are  generous  conference  spaces  and  two  new 
auditoriums  equipped  with 

videoconferencing  tech- 
nology, and  the  entire  fa- 
cility is  a  wireless 
Internet  environment. 

The  School  maintains 
the  latest  technologies 
and  facilities  to  attract 
grant  and  research  fund- 
ing, while  incorporating 
the  flexibility  for  future 
technologies. 

This  year  saw  an  un- 
precedented number  of 
applicants  for  the  Doctor 
of  Pharmacy  program 
while  research  funding 
increased  by  50  percent 
to  more  than  $6  million. 
The  School's  ninth  dean 
has  begun  his  tenure  in 
new  facilities  with  outstanding  faculty  and 
staff  and  the  loyal  support  of  Carolina 
friends  and  alumni.  The  balance  between 
clinical  excellence  and  rigorous  research  at 
the  UNC  School  of  Pharmacy  remains 
strong  and  the  opportunities  are  endless. 


UNC  At  a  Glance: 

Current  PharmD 

Enrollment: 

479 

Female: 

334 

Male: 

145 

Current  Graduate 

Student  Enrollment: 

70 

Female: 

28 

Male: 

42 

Class  of  2003  Postgraduate  Plans: 

Retail 

43 

Postgraduate  Training 

34 

Nuclear 

5 

Industrial 

3 

Long-term  care 

2 

Health-system 

1 

Other  or  unreported 

12 

North  Carolina  Pharmacist.   Fall    2003     9 


Preparing  Tomorrow's  Pharmacists 

Wingate  University  Launches  Pharmacy  Program 


Let  me  begin  by  preempting  the  elevation  of  any  eyebrows 
belonging  to  pharmacists  who  do  me  the  honor  of  reading  into 
the  third  sentence  of  this  editorial  by  reaffirming,  from  the  out- 
set, my  steadfast  respect  for  the  profession  of  pharmacy  and 
pharmacy  students.  But,  I  must  confess  that  after  30  years  in 
pharmacy  education.  I  have  come  to  realize  that  something 
strange  yet  predictable  happens  to  students  when  they  put  on 
their  white  coats. . .  and  it  carries  on  into  our  practices  after  gradu- 
ation. Simply  stated,  we  cease  to  think  critically,  and  to  all  problems  posed  we  invari- 
ably suggest  a  pharmacotherapeutic  solution.  Yes.  as  was  summarized  well  in  Baruch's 
Observation:  "If  all  you  have  is  a  hammer,  everything  looks  like  a  nail."  If  John  Smith, 
a  previously  stable  hypertensive  patient,  presents  at  the  hypertension  clinic  with  an 
elevated  blood  pressure,  before  you  can  say  "JNC-VII."  we  increase  his  dose  and  ask 
him  to  return  in  seven  days  for  another  blood  pressure  reading.  But  is  this  good  medi- 
cine, and  are  we  critically  thinking  about  the  challenge  Mr.  Smith's  condition  repre- 
sents, or  are  we  merely  following  protocols  dictated  to  us  by  expert  panels  without 
much  critical  thought?  Do  we  ever  ask  if  the  nurse  took  the  BP  more  than  once?  Are 
we  certain  the  right  cuff  was  used?  Could  John  be  taking  another  medication  that 
might  have  affected  his  BP?  Do  we  even  know  if  John  has  been  taking  his  medica- 
tion? And.  is  the  patient  before  us  really  John  Smith  -  the  same  John  Smith  whose 
chart  we  have  been  given? 

At  Wingate.  we  had  made  the  commitment  to  explore  the  concept  of  critical  think- 
ing in  the  context  of  pharmaceutical  care.  To      

that  end.  I  found  it  helpful  to  define  critical 
thinking  for  our  students.  In  the  context  of 
pharmaceutical  care,  we  believe  that  criti- 
cal thinking  is  the  pharmacist's  standardized 
process  of  suspension  of  judgment  and  sub- 
sequent action  until  such  time  as  the  issue  at 
hand  can  be  fully  and  deeply  considered  out- 
side of  the  biases  of  conventional  thinking 
or  stakeholder  interest,  following  by  a  pe- 
riod of  reflection  in  light  of  the  full  assess- 
ment of  possible  alternatives,  alternative 
explanations,  and  consequences  -  a  process 
that  leads  to  crafted  patient  care  solutions. 
The  teaching  team  for  our  first  semester  course  in  critical  thinking  has  developed 
discussions,  simulations,  and  group  dilemmas  to  illustrate  the  nature  and  processes  of 
critical  thinking  and  to  develop  the  students'  critical  thinking  and  group  consensus 
development  and  problem  resolution  skills. 

With  the  help  of  the  critical  thinking  course  and  the  subsequent  problem-based 
learning  modules  each  semester  of  the  curriculum,  the  Wingate  faculty  trusts  that 
donning  the  white  coat  will  awaken  the  curiosity  of  the  student  pharmacist  and  not 
initiate  the  mindless  memorization  of  therapeutic  algorithms  in  the  absence  of  a  thor- 
ough consideration  of  all  possibilities.  So  far.  all  indications  of  the  success  of  the 
endeavor  are  positive! 

Robert  B.  Supernaw 

Dean.  Wingate  University  School  of  Pharmacy 


t: 


he  charter  class  of  the  Wingate  Uni- 
versity School  of  Pharmacy  began 
its  program  of  study  in  August  2003. 
The  class  size  was  capped  at  60  to  assure 
special  attention  to  every  student.  The 
Wingate  pharmacy  faculty  has  made  a  com- 
mitment to  excellence  in  the  classroom:  and 
all  classes  are  taught  by  faculty  possessing 
terminal  doctoral  degrees.  No  courses,  dis- 
cussions, case  studies,  or  laboratories  are 
taught  by  graduate  students.  The  small  class 
size  complements  an  active  learning  envi- 
ronment and  helps  to  assure  continuous  in- 
dividual student  growth  and 
professionalization.  Students  enrolled  in  the 
Wingate  University  School  of  Pharmacy 
have  the  unique  advantage  of  accruing  more 
than  2.250  hours  of  pharmacy  practice  ex- 
perience. This  requirement  exceeds  that  of 
any  other  pharmacy  school  in  the  United 
States. 

All  Wingate  University  pharmacy  stu- 
dents take  their  laptop  computers  to  class 
and  are  trained  to  use  them  to  access  class 
notes  prior  to  each  session. 
Electronic  learning  systems  are 
used  extensively.  The  pharmacy 
classrooms  provide  wireless 
connections  to  the  medical  li- 
brary system  and  to  the  Internet, 
allowing  students  to  retrieve  not 
only  class-related  materials,  but 
drug  and  disease  management 
materials.  Additionally,  students 
electronically  network  with 
pharmacist  mentors  and  with 
real  patients  assigned  to  them. 
A  rapid-impression  electronic 
system  allows  students  to  register  their  opin- 
ions and  answers  to  questions  posed  to  form 
a  viewable  class  composite. 

The  professional  orientation  sequence 
entails  many  topics  that  help  students  bet- 
ter understand  their  roles  in  the  profession. 
A  primer  on  the  Top  200  drugs  is  followed 
by  the  development  of  pharmaceutical  cal- 
culations skills;  and  Medical  Spanish  is  fol- 
lowed by  CPR  and  basic  life  support  train- 
ing. The  sequence  is  capped  by  a  year-long 
program  of  leadership  training  and  profes- 
sional organization  orientation. 

In  the  patient  assessment  sequence,  an 
integrated  course  sequence  in  biochemistry. 
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human  anatomy  and  physiology,  and  patho- 
physiology culminates  with  their  applica- 
tion to  patient  physical  assessment.  This 
coursework  is  complemented  with  instruc- 
tion in  diagnostic  clinical  laboratory  medi- 
cine followed  by  a  practice  laboratory  for 
the  development  of  physical  examination 
and  monitoring  skills  as  well  as 
patient  inventory  skills. 

The  problem  management 
sequence  provides  the  core 
therapeutic  knowledge  neces- 
sary for  contemporary  practice 
in  the  community,  long-term 
care,  ambulatory,  and  acute  care 
arenas.  The  elements  of  phar- 
macotherapy in  this  sequence 
are  the  mechanisms  of  drug  ac- 
tion, dosing,  monitoring  drug 
and  nondrug  therapy, 
pharmacoeconomic  issues,  pa- 
tient-related issues,  and  thera- 
peutic outcomes  assessment. 
The  sequence  follows  an  organ 
system  approach  to  problem 
management.  Within  the  se- 
quence, a  special  set  of  courses 
related  to  special  populations  entails  course 
work  in  pediatrics,  geriatrics,  pain  manage- 
ment, women's  health,  and  men's  health. 
Finally,  a  review  of  drugs  by  category  is 
provided  as  a  capstone  of  the  didactic  cur- 
riculum. 

The  pharmaceutical  care  sequence  en- 
tails the  patient  care  skills  necessary  for  the 
development  of  patient  databases  and  care 
plans,  pharmacodynamics,  pharmacokinetics, 
and  financial  and  personnel  management. 

The  pharmacy  practice  sequence  is  an 
eclectic  mixture  of  courses  grounded  in  the 
various  functions  of  contemporary  practice. 
The  ability  to  retrieve  and  analyze  medical 
information  is  emphasized  within  this  se- 


quence. Compounding  and  drug  order  pro- 
cessing, as  well  as  parenteral  products,  in- 
cluding immunization  administration  are 
topics  covered.  This  sequence  also  provides 
the  legal  and  ethical  backdrop  to  the  pro- 
fession. 

The  problem-based  learning  sequence 


Wingate  I 


icy  School  student  lounge. 


affords  the  students  the  opportunity  to  break 
into  teams  of  approximately  six  to  dissect 
cases  related  to  patient  problems  that  are 
representative  of  commonly  encountered 
problems  in  pharmacy  practice.  Students  are 
trained  to  think  critically  and  to  use  group 
consensus  development  to  maximize  learn- 
ing. Most  cases  considered  build  upon  the 
principles  explored  contemporaneously 
w  ithin  the  other  course  sequences. 

The  professionalization  sequence 
molds  the  pharmacy  student  into  a  profes- 
sional pharmacist.  Each  student  electroni- 
cally networks  with  a  pharmacist-mentor, 
one-on-one.  A  real  patient  is  added  to  the 
electronic  discussions  in  the  second  semes- 


ter. In  this  manner,  the  student  will  learn  the 
human  side  of  medicine.  Within  this  se- 
quence, the  student's  team  will  develop  a 
healthcare  related  community  outreach 
project.  Later,  the  student  leams  how  to 
evaluate  medical  studies.  Coursework  in  the 
psychosocial  aspects  of  illness  and  health 
including  gender  and  cultural 
implications  is  undertaken.  In 
the  fifth  semester,  the  student 
considers  patient-centered  is- 
sues of  ethical  decision  mak- 
ing related  to  business,  profes- 
sional, and  biomedical  dilem- 
mas and  challenges.  In  the 
sixth  semester,  the  student  de- 
velops formal  presentation 
skills  in  the  practice  issues 
seminar  course. 

There  are  practice  experi- 
ences throughout  the  curricu- 
lum. In  the  first  year,  the  stu- 
dent participates  in  the  early 
pharmacy  practice  experience 
in  a  community  pharmacy  set- 
ting. In  the  second  year,  the 
student  begins  basic  practice 
skills  in  the  hospital  or  outpatient  pharmacy 
setting.  In  the  third  year,  the  student  leams 
basic  clinical  skills  in  ambulatory,  acute 
care,  and  long-term  care  settings.  The  en- 
tire fourth  year  is  devoted  to  48  weeks  of 
full-time  rotations  in  advanced  community 
practice,  advanced  institutional  practice, 
ambulatory  care  practice,  long-term  care 
practice,  and  acute  care  practice  settings. 
There  are  also  ample  opportunities  for  spe- 
cial elective  rotations,  each  six  weeks  in 
length,  to  complement  the  clinical  experi- 
ence learning  program. 

Clearly,  the  Wingate  University  Phar- 
macy Curriculum  is  has  been  planned  to- 
day for  the  pharmacist  of  tomorrow. 


Wingate  Holds  First  White  Coat  Ceremony 

On  Sunday,  August  17.  2003,  the  Wingate  University  School  of  Pharmacy  held  its 
first  White  Coat  Ceremony  at  the  George  A.  Batte  Jr.  Fine  Arts  Center. 

The  white  coat,  also  known  as  a  consultation  jacket,  included  a  Wingate  University 
School  of  Pharmacy  logo.  Kerr  Drug  provided  the  consultation  jackets  and  each 
student  was  given  one  from  a  school  of  pharmacy  faculty  member. 

Speakers  included  University  President  Jerry  E.  McGee.  and  Robert  Supemaw, 
Dean  of  the  Wingate  University  School  of  Pharmacy.  NCAP  President  Jack  G.  Watts 
delivered  the  keynote  address. 

"The  White  Coat  Ceremony  is  a  significant  and  symbolic  initiation  into  becoming  a 
Wingate  University  pharmacy  student,"  said  Nicholas  Blanchard.  Assistant  Dean  for 
students  and  Associate  Professor.  "It  marks  the  beginning  of  a  bright  future  for  both 
the  students  and  Wingate  University." 
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NCAP  Honors  Outstanding 
Pharmacists  at  2003  Convention 


Steve  Kearney  (I)  of  Ptizer  presents  the  Acute 
Care  Pharmacist  of  the  Year  Award  to  Vance 
Collins. 


Ken  Tuell  (r)  presents  the  Merck  Pharmacy 
Leadership  Award  to  Jack  Watts. 


Jennifer  Burch  (I)  presents  the  Ambulatory  Care 
Pharmacist  of  the  Year  Award  to  Mike  James. 


Michelle  Valentine  (I)  presents  the  Technician  of 
the  Year  Award  to  Wendy  Rycek. 


Charles  D.  Blanton.  Jr.  presents  the  Don  Blanton 
Award  to  Dan  Garrett. 


Keith  Murray  (I)  presents  the  Elan  Pharmaceuticals 
Innovative  Pharmacy  Practice  Award  to  Martha 
Lyon. 


^B '      Ti 


Anna  Garrett  (I)  presents  the  Continuing 
Excellence  Award  to  Lynne  Alexander.  Recipients 
not  pictured:  James  Beardsley,  LeAnne  Kennedy, 
and  Christopher  Sain 


Mike  James  (I)  presents  the  National  Community 
Pharmacists  Association  Pharmacy  Leadership 
Award  to  Mark  Gregory. 


Eloise  Watts,  spouse  of  NCAP  President  Jack 
Watts,  participates  in  the  Rite  of  Roses,  a 
ceremony  to  remember  members  who  have  died 
since  the  previous  convention. 
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ICAP's  2003  Convention  attracted  over  700  people  including  pharmacists  from  all  practice  settings, 
jsidents,  and  students  from  the  state's  three  pharmacy  schools.  Three  days  of  programming  were  held 
)ctober  27-29  at  the  Sheraton  Imperial  in  Research  Triangle  Park.  Pictured  below  are  pharmacy  leaders 
om  across  North  Carolina  that  were  honored  at  the  Annual  Awards  Program. 


homas  A.  Suter  (I)  presents  the  Wyeth  Pharma- 
euticals  Bowl  of  Hygeia  Award  to  Stephanie  Kiser. 


Bill  Harris  (r)  presented  the  Bristol-Myers  Squibb 
Pharmacy  Leadership  Award  to  Jack  Watts. 


Penny  Shelton  (I)  presents  the  Chronic  Care 
Pharmacist  of  the  Year  Award  to  Margaret  Sgritta. 


iurtis  Sell  (I)  presents  the  McKesson  Leadership 
ward  to  Mark  Gregory. 


Fred  Eckel  (I)  presents  the  Pharmacists  Mutual 
Companies  Distinguished  Young  Pharmacist 
Award  to  Beth  Williams. 


Ross  Brickley  (r)  presents  the  NCAP  President's 
Award  to  Jack  Watts. 


Charles  Blanton  was  inducted  into  the  Fifty  Plus 
/lub  for  pharmacists  who  have  practiced  50  years. 


Jack  Watts  (I)  presents  the  Presidential  Award  to 
Bill  Rustin. 
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Special  Thanks  to  Our  Convention  Sponsors  and  Exhibitors 

Seventy-three  vendors  exhibited  at  the  2003  NCAP  Annual  Convention  and  thirteen  companies  served  as 
NCAP  sponsors.  We  would  like  to  say  "thank  you"  to  everyone  who  helped  support  our  association  in  2003. 


Aventis 
Platinum  Sponsor 


Pfizer 
Platinum  Sponsor 


PLATINUM  SPONSORS 

Aventis 

GlaxoSmithKline 

Pfizer 

Wyeth  Pharmaceuticals 

GOLD  SPONSORS 

EDS 
Purdue  Pharma  L.P 

SILVER  SPONSORS 

AmerisourceBergen 

Aventis  Pasteur 

Boehringer  Ingelheim 

Cardinal  Health  Distribution 

Cardinal  Health-  Pyxis  Products 

McKesson  Automation 
Ortho-McNeil  Pharmaceutical 


GlaxoSmithKline 
Platinum  Sponsor 


wyeth  Pharmaceuticals 
Platinum  Sponsor 


NCAP  Convention  Exhibitors 


Abbott  Laboratories 

Abbott  Laboratories  MediSense 

Products 

Advocate  Rx  Solutions 

American  Pharmaceutical  Partners 

American  Red  Cross 

AmerisourceBergen 

AmerisourceBergen/ASD  Healthcare 

Amgen 

Amick  Medical  Systems 

ASHP 

AstraZeneca 

Auxilium  Pharmaceuticals,  Inc. 

Aventis 

Aventis  Pasteur/VacCess  Health 

Baxter 

Boehringer  Ingelheim,  Inc. 

Cardinal  Health  Pharmaceutical  Dist. 

Cardinal  Health-  Pyxis  Products 

Cardinal  Health  Staffing  Services 

Carolinas  Healthcare  System 

Chiron  Vaccines 

Christian  Pharmacists 

Fellowship  International 
Clinical  Tools  Inc. 


D&K  Healthcare  Resources 

EDS 

Eli  Lilly  &  Co 

Enzon  Pharmaceuticals 

EXP  Pharmaceutical  Services  Corp. 

Faulding  Pharmaceutical  Company 

Forest  Pharmaceuticals 

Forsyth  Medical  Center  & 

Presbyterian  Healthcare 
Genetech 
GlaxoSmithKline 
Healthcare  Computer  Corp. 
IDEC  Pharmaceuticals  Corp. 
Maxim  Staffing  Solutions 
McKesson  Automation 
McKesson  Drug 
Merck  &  Co.,  Inc. 
Mercury  MD 

North  Carolina  Baptist  Hospital 
NC  Folic  Acid  Council 
NC  Mutual  Wholesale  Drug  Co. 
Nephron  Pharmaceuticals  Corp. 
NorthEast  Medical  Center 
Novo  Nordisk 
Odyssey  Pharmaceuticals  Inc. 


Omnicell 

Organon  Pharmaceuticals 

Ortho-McNeil  Pharmaceutical 

Parata  Systems 

Pfizer 

Pharmacists  Mutual  Companies/PMG 

Piedmont  Healthcare  System 

Professional  Compounding  Centers 

Purdue  Pharma  L.P. 

QS/1  Data  Systems 

Rite  Aid  Corp. 

Roche  Laboratories 

Scios  Inc. 

Sepracor,  Inc. 

Shared  Services  Healthcare 

Smith  Drug  Company 

Swisslog 

The  Financial  Group 

TrialCard,  Inc. 

VFI  Statement  Processing 

VIP  Computer  Systems,  Inc. 

Wingate  University 

Wyeth  Pharmaceuticals 

Wyeth  Vaccines 

ZLB  Bioplasma 


14    North  Carolina  Pharmacist,  Fall   2003 


The  University  of  North  Carolina  at  Chapel  Hill 

Graduate  Program  in  Pharmaceutical 

Policy  &  Evaluative  Sciences 

Objective 

To  prepare  graduate  and  postgraduate  students  for 
leadership  positions  in  outcomes  research  in  industry, 
government,  and  academic  settings. 

Training  Opportunities 

Master  of  Science  (M.S.) 
Doctor  of  Philosophy  (Ph.D.) 
Post-doctoral  study 

Concentration  Areas 

Pharmacoeconomics  and  Health  Policy 

Pharmacoepidemiology 

Social  and  Behavioral  Pharmacy 

Stipend  Support 

Available  in  the  form  of  teaching  or  research  assistantships 

UNC  Environment 

We  offer  a  wonderfully  diverse  and  collaborative  atmosphere  for  study.  The 
school  of  Pharmacy  is  located  in  the  health  sciences  complex  on  the  UNC 
campus.  Other  health  sciences  schools  include  Dentistry,  Medicine,  Public 
Health,  and  Nursing.  Our  collaborative  relationships  with  a  number  of 
programs  and  centers  on  campus  foster  opportunities  for  research  and 
study  with  some  of  the  leading  educators  and  researchers  in  the  nation. 
Examples  include  the  Cecil  B.  Sheps  Center  for  Health  Services  Research, 
the  Center  for  Education  and  Research  in  Therapeutics,  the  CDC-affiliated 
Center  for  Health  Promotion  and  Disease  Prevention,  the  Center  for  Excel- 
lence in  Pharmacoepidemiology,  the  Institute  on  Aging,  the  Program  on 
Health  Outcomes,  and  the  Lineberger  Center  for  Cancer  Research. 


For  more  information,  see: 
http://www.pharmacy.unc.edu/pharmacy/divisions/ppes 

For  online  applications,  see: 
http://gradschool.unc.edu 
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Clinical  Pharmacist  Practitioner  Issued  DEA  Number 


North  Carolina  continues  to  advance  Clinical  Pharmacist  Prac- 
titioner activities.  The  latest  development  was  the  issuance  of  a 
DEA  number  to  pharmacist  Randal  L.  Von  Seggern,  PharmD,  CPP. 
BCPS.  This  new  opportunity  is  available  to  CPP's  who  have  con- 
trolled substances  prescribing  within  their  approved  protocol.  The 
availability  of  a  DEA  number  may  make  billing  for  services  easier. 

Von  Seggern  Describes  His  Practice: 

"/  work  with  a  neurologist  at  the  Headache  Wellness  Center  in 
Greensboro  and  we  manage  headache  patients.  While  the  over- 
whelming majority  of  patients  can  be  well  managed  with  OTC  and 
non-controlled  prescription  medications,  a  subset  require  opioid 
analgesics  to  control  their  pain.  One  of  my  roles  in  our  office  is  to 
manage  patients  who  routinely  require  opioid  analgesics.  Up  to 
this  point.  I  have  to  step  out  of  the  revisit  room  and  find  Dr.  Adelman 
to  have  him  sign  the  controlled  prescriptions .  This  represents  ex- 
tra time  for  me.  Dr.  Adelman  and,  most  importantly,  the  patient. 
Having  a  DEA  number  and  being  able  to  sign  my  own  prescrip- 
tions will  make  our  office  more  efficient  and  save  everyone  time. 

CPPs  having  DEA  numbers  will  also  improve  our  credibility 
with  patients.  Having  another  clinician  in  the  office  sign  your 
prescriptions  can  bring  into  question  your  ability  to  manage  those 
medications.  That  question  in  the  patient's  minds  is  minimized  or 
eliminated  when  we  can  write  our  own  prescriptions  for  controlled 
substances. 

Up  to  this  point  in  time,  all  the  billing  for  the  patients  I  see  has 
gone  through  Dr.  Adelman' s  DEA  number.  Since  managed  care 
and  the  government  use  the  DEA  number  for  reimbursing  claims. 


having  my  own  DEA  number  will  give  me  and  other  CPPs  the 
ability  to  bill  directly  under  our  names.  This  has  huge  implica- 
tions for  the  future.  Being  able  to  bill  for  our  sen-ices  and  have 
managed  care  and  the  government  recognize  and  pay  for  those 
sen-ices  is  a  tremendous  step  fomard  in  clinical  pharmacy. 

Several  people  have  been  instrumental  in  the  process  of  getting 
DEA  numbers  for  CPPs  in  North  Carolina.  Michael  Norins.  MD. 
Marcus  Jimison .  J  D .  and  David  Henderson  from  the  North  Caro- 
lina Medical  Board  were  key  in  moving  this  topic  through  the  medi- 
cal board  and  providing  me  with  the  necessary  documentation  for 
the  DEA.  David  Work.  RPh.  .ID  and  Betty  Dennis.  PharmD  from 
the  NC  Board  of  Pharmacy  were  very  supportive  in  allowing  me  to 
pursue  any  necessaiy  avenue  to  achieve  our  goal.  The  person.  I 
believe,  had  the  greatest  impact  in  this  process  was  Congressman 
Howard  Coble  from  the  6th  District  of  North  Carolina.  The  end- 
less stonewalling  and  denials  I  received  from  the  DEA  magically 
ended  after  Congressman  Coble's  office  made  a  phone  call  to  the 
DEA  on  my  behalf  I  am  very  appreciative  of  Congressman  Coble's 
willingness  to  help  me  deal  with  the  Washington  bureaucracy." 

Rep.  Coble  said  he  was  pleased  to  support  efforts  by  North 
Carolina  Clinical  Pharmacist  Practitioners  for  Drug  Enforcement 
Administration  approval  to  write  prescriptions  for  controlled  sub- 
stances. 'The  Clinical  Pharmacist  program  has  allowed  North  Caro- 
lina to  better  meet  the  health  and  drug  management  needs  of  its 
citizens.  This  approval  provides  Clinical  Pharmacist  Practitioners 
with  another  tool  that  will  improve  the  treatment  and  drug  man- 
agement options  for  their  patients'"  said  Coble.  ♦> 


ecember  7-1 1 ,  2003  •  New  Orleans,  Louisiana,  USA 
Morial  Convention  Center 


A  Meeting 
afhtofe 

Strike  a  chord  with  your  colleagues 
at  the  largest  international  gathering  of 
health-system  pharmacists  in  the  world. 

The  ASHP  Midyear  Clinical  Meeting  is  the  "must  attend" 
pharmacy  event  of  the  year.  It  offers  unparalleled 
professional  and  educational 
resources  in  a  single  location. 


For  registration  information,  visit 
www.ashp.org/meetings/midyear 
or  call  301-657-4383 


©2003  American  Socieiy 
ol  Health-System  Pharmacists* 


American  Society  of 
Health-System  Pharmacists 
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Pharmacists  Mutual  is  endorsed  bv 

the  North  Carolina  Association  of  Thar  mad  sts 


Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National  Insurance  Corporation 


Pro  Advantage  Services,  Inc. 
PMC  Quality  Commitment.  Inc. 
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Medication  Errors  &  Safety  Solutions 


It  has  been  stated  that  there  is  no  business  case  for  patient  safety. 
While  health  care  practitioners  may  feel  that  this  is  a  callous  state- 
ment, it  identifies  a  major  barrier  to  changes  that  are  needed  to 
reduce  patient  injuries  from  medication  errors.  The  1999  Institute 
of  Medicine  report  indicated  that  approximately  7000  patients  die 
annually  from  medication  errors.  The  health  care  industry  must 
not  allow  business-type  thinking  to  hinder  the  corrective  actions 
that  are  needed  to  improve  patient  safety.  The  root  cause  of 
^^^^  —  NASA's  Columbia  disaster  was  found  to 
j^"*M^[  be  failure  to  resolve  persistent,  systemic 

^  flaws  and  safety  issues. 

Health  care  workers  may  ask,  "Why 
should  I  report  medication  errors'?"  Health 
care  leaders  must  answer  this  question  suc- 
cessfully in  order  to  get  full  participation 
from  their  clinical  staff.  The  best  answer  is 
that  lessons  learned  during  the  investigation 
of  medication  errors  and  adverse  events  re- 
sult in  improvements  which  prevent  harm 
to  future  patients.  Observation  studies,  audits  and  surveys  indi- 
cate that  only  a  small  percentage  of  medication  errors  are  reported, 
possibly  only  59c  of  actual  events.  Whatever  the  reporting  per- 
centage is  in  our  operation,  we  should  strive  to  report  all  events  for 
documentation  and  follow-up. 

The  best  leadership  method  is  to  clearly  define  what  you  want 
the  clinical  team  to  report  and  provide  an  easy,  confidential  pro- 
cess to  submit  the  report.  In  a  system-based  approach,  all  adverse 
drug  events  ( ADE's)  must  be  reported  within  the  health  care  facil- 
ity. The  term  ADE  includes  all  preventable  medication  errors,  pre- 
ventable adverse  drug  reactions  and  non-preventable  adverse  drug 
reactions.  All  ADE's  should  be  investigated  and  categorized  by 
severity,  type,  source,  cause  and  system  failure. 

Medication  errors  by  definition  are  all  preventable  because  a 
system  failure  occurred.  For  example,  if  pharmacy  dispensed 
Glucotrol  XL  (glipizide)  lOmg  tablets  when  Capoten  (captopril) 
50mg  TID  was  ordered,  a  prescription  filling  system  error  occurred 
that  was  not  caught  by  the  check  system.  A  near  miss  or  close  call 
occurred  if  the  patient  noticed  the  error  and  returned  the  prescrip- 
tion before  any  Glucotrol  XL  was  taken.  Should  this  event  be 
reported  internally  as  a  medication  error?  In  a  robust  ADE  report- 
ing system,  this  is  a  medication  error  because  two  medication  sys- 
tems failed:  (1)  filling  system  and  (2)  checking  system. 

The  severity  of  this  event  at  this  point  is  zero  or  no  patient  in- 
jury, depending  on  the  severity  scale  that  your  facility  uses.  The 
best  practice  is  to  score  each  ADE  based  on  actual  patient  out- 
comes, rather  than  scoring  ADE*s  based  on  potential  outcomes, 
since  that  will  make  it  difficult  to  monitor  patient  effects  and  inju- 
ries. It  is  appropriate  to  discuss  the  potential  patient  outcome  if 
the  event  had  not  been  detected  during  the  time  course  of  therapy. 
Analysis  of  each  ADE  provides  an  opportunity  to  review  the  pro- 
cesses and  systems  in  place  and  each  worker's  role  in  preventing 
medication  errors. 

An  example  of  one  method  to  score  ADE's  is  illustrated  in  Fig- 
ure I .  This  system  may  be  used  for  medication  errors,  preventable 
adverse  drug  reactions  and  non-preventable  adverse  drug  reactions. 
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Why  should  events  in  which  the  error  does  not  reach  the  patient 
be  reported?  The  same  systems  failed,  in  this  example,  as  in  an 
event  in  which  the  patient  is  actually  injured.  Reporting  and  in- 
vestigating this  failure  can  identify  system  weaknesses  which  may 
fail  again.  Most  facilities  analyze  and  respond  to  near  misses  in 
the  same  manner  as  more  severe  events  in  order  to  improve  the 
systems  in  place,  because  the  weaknesses  and  risks  have  been  iden- 
tified. Leaders  and  managers  must  not  wait  to  fix  system  weak- 
nesses or  another  patient  may  suffer  the  consequences.  If  the  pa- 
tient in  this  example  did  not  notice  the  filling  error  and  took  the 
Glucotrol  XL  TID  over  time,  the  patient  outcomes  could  range 
from  minor  adverse  effects  to  patient  death. 

ADE  aggregate  data  should  be  reported  to  upper  management 
for  awareness  and  support  for  resources  needed  to  improve  opera- 
tions. Invariably,  leaders  want  to  know  how  the  facility  is  doing. 
Hence,  those  charged  with  monitoring  and  reporting  ADE  data  must 
be  prepared  to  describe  the  problems  that  exist,  how  serious  are 
the  problems,  if  the  problems  are  widespread  or  exist  in  specific 
areas,  what  improvements  have  been  implemented,  if  the  facility 
can  measure  the  results  (especially  after  expensive  fixes  have  been 
made ).  and  how  do  we  compare  to  our  competition.  These  are  not 
easy  tasks  but  are  worthwhile  challenges. 

Benchmarking  ADE  data  with  external  facilities  is  difficult. 
Facilities  are  reluctant  to  share  specific  ADE  information  for  fear 
that  it  will  be  embarrassing,  be  used  against  them  to  damage  their 
reputation,  cause  loss  of  business  or  be  used  in  litigation.  There 
are  many  variables  that  may  make  finding  comparable  facilities 
difficult.  Literature  articles  provide  some  information,  but  the 
reader  must  be  careful  to  interpret  the  data  correctly,  examine  how 
the  data  was  collected  and  determine  if  similarities  exist  with  your 
facility.  ADE  or  error  rate  may  be  calculated  by  various  denomi- 
nators, such  as  number  of  orders,  doses  dispensed  or  administered, 
prescriptions,  adverse  patient  effects,  specific  patient  population 
and  patient  admissions  or  discharges. 

Massaro  reported  a  0.3%  error  rate  based  on  actual  and  poten- 
tial medication  errors  for  the  total  number  of  orders  written  in  a 
12-month  period.  Bond  reported  that  0.25%  of  all  hospitalized 
patients  experience  medications  errors  that  adversely  affected  pa- 


Adverse  Drug  Event  (ADE)  Scoring  System 

Severity  Score         Description 

1.  System  failure  occurred  but  error  did  not  reach  the 
patient. 

2.  System  failure  occurred  and  error  reached  the  patient 
but  there  were  no  detectable  patient  effects  or  injury. 

3.  There  were  minor  patient  effects  as  a  result  of  the 
event  or  minor  adverse  drug  reaction. 

4.  There  were  significant  or  serious  patient  effects  as  a 
result  of  the  event  or  serious  adverse  drug  reaction. 

5.  There  were  permanent  patient  effects  or  permanent 
injury  as  a  result  of  the  event  or  serious  adverse  drug 
reaction. 

6.  Patient  death  occurred  as  a  result  of  the  event  or 
adverse  drug  reaction. 


Figure  1 


tient  outcomes.  Koren  reported  that  medication  errors  in  pediatric 
patients  over  a  9-year  period  ranged  from  0.09%  to  0.15%,  based 
on  number  of  doses  administered.  However,  Bates  reported  an 
ADE  rate  of  6.5  per  100  medical-surgical  admissions.  Lazarou 
estimated  a  hospital  admission  rate  of  4.7%  due  to  adverse  drug 
reactions  ( ADRs).  of  which  some  were  medication  errors. 

By  contrast.  Barker  determined  error  rate  by  direct  observation 
of  health  care  workers  in  36  hospitals  and  skilled  nursing  facili- 
ties. Using  doses  administered  as  the  denominator.  Barker  con- 
cluded that  the  overall  error  rate  was  19%.  with  7%  described  as 
potentially  harmful,  but  there  was  substantial  variation  between 
the  facilities.  Error  was  described  as  any  deviation  from  the  order. 
Barker  illustrates  that  many  medication  errors  are  not  realized  by 
health  care  practitioners  and  are  not  reported  when  they  are. 

In  the  ambulatory  setting,  it  is  estimated  that  5%  of  prescrip- 
tions dispensed  have  an  error  involving  drug,  strength,  instruc- 
tions, dosage  form  or  quantity.  Grasha  reported  that  there  is  a 
three  to  5%  prescription  error  rate  in  chain,  independent  and  hos- 
pital outpatient  pharmacies.  In  a  study  of  Medicare  patients,  5% 
experienced  adverse  drug  events  that  were  detected.  Honigman 
reported  an  overall  ADE  rate  of  5.5  per  100  patients  in  the  outpatient 
setting.  Gurwitz  reported  that  there  were  13.8  preventable  ADEs  per 
1000  person-years  among  ambulatory  patients  65  years  or  older. 

The  above  information  illustrates  several  important  factors:  ( 1 ) 
error  rate  may  be  determined  by  multiple  methods  and  may  not  be 
comparable  (2)  the  incidence  of  ADE.s  is  significant  in  all  catego- 
ries and  (3)  most  of  the  data  is  based  on  reported  information  but 
the  actual  number  of  events  is  unknown.  A  better  approach  than 
external  benchmarking  for  ADEs  is  to  select  your  own  monitoring 
criteria  for  your  facility  and  follow  the  changes  in  your  own  data 
over  time.  Two  goals  that  may  be  established  to  get  more  people 
involved  and  indicate  how  your  facility  is  performing  are:  ( 1 )  to 
increase  ADE  reporting  and  (2)  to  decrease  the  number  of  serious 
ADE.s,  resulting  in  patient  harm.  Both  can  be  trended  over  time 
and  monitored  for  changes  as  improvements  are  made  to  the  medi- 
cation use  system.  Establish  other  goals  that  measure  if  targeted 
system  improvements  are  effective  in  decreasing  error  types. 

Risk  managers  depend  heavily  on  information  and  communi- 
cation to  identify  patient  safety  issues.  ADE  reports  and  root  cause 
analysis  provide  the  information  about  process  and  system  fail- 
ures. Improvements  can  be  then  made  more  accurately  and  timely 
as  ADE  reporting  increases  and  more  health  care  practitioners  are 
engaged  in  identifying  the  system  weaknesses  in  patient  care  that 
need  attention.  The  clinical  team  has  primary  responsibility  to 
provide  the  ADE  reports. 

Risk  avoidance  and  decreased  patient  injury  are  tremendous 
incentives  for  ADE  detection  and  prevention.  The  literature  re- 
ports that  the  cost  of  each  ADE  with  patient  effects  is  between 
$2262  and  $4685  in  hospital  costs,  in  addition  to  out-of-pocket 
patient  costs  and  loss  of  income.  However,  the  cost  of  one  pre- 
ventable, serious  patient  injury  or  death  and  associated  litigation 
or  settlement  may  be  in  the  millions.  Patient  safety  improvements 
decrease  the  costs  associated  with  patient  injury  and  provide  ample 
information  to  make  a  business  case  for  patient  safety. 

The  NASA  Columbia  disaster  illustrates  that  small  problems 
not  addressed  or  corrected  eventually  lead  to  catastrophic  events. 
Leadership  failure  may  lead  to  failure  at  all  levels.  We  must  encour- 
age the  clinical  team  to  report  the  medication  use  problems  and  then 
hold  health  care  leaders  accountable  to  take  appropriate  and  decisive 
action  to  make  the  necessary  improvements  for  patient  safety.  ♦ 


About  the  Author... 

William  L  Hams,  RPh,  MS,  Clinical  Pharmacist,  Medication  Safety  and  Quality 
Improvement,  Pharmacy  Department,  Duke  University  Health  System.  He  can 
be  reached  at  harn034@mc.duke.edu 

References 

1  -  Kohn  LT.  Corrigan  JM,  Donaldson  MS  eds.  To  Err  is  Human   Biatdm\i  a  Safet 

Health  System.  Washington.  DC:  National  Academy  Press;  1999. 

2.  Columbia  Accident  Investigation  Board  (CAIB),  final  report.  August  26,  2003. 

3.  LeapeLL.  Reporting  of  adverse  events.  N  Engl  J  Med.  2002;  347(20):  1633-38. 

4.  Massaro  FJ.  Improving  a  medication  error  monitoring  program  at  an  acute-care 
hospital.  Hasp  Pharm.  2002:  37:  259-266. 

5.  Bond  CA.  et  al.  Medication  errors  in  United  States  hospitals.  Pharmacotherapy 
2001;  21:  1023-36. 

6.  Koren  G.  Trends  of  medication  errors  m  hospitalized  children.  J  Clin  Pharmacol 
2002:42:707-710. 

7.  Bates  DW.  et  al  for  the  ADE  Prevention  Study  Group.  Incidence  of  adverse  drug 
events  and  potential  adverse  drug  events;  implications  for  prevention.  JAMA.  1995: 
274  29-34. 

8.  Lazarou  J,  et  al.  Incidence  of  adverse  drug  reactions  in  hospitalized  patients. 
JAMA.  1998;  279:  12110-5. 

9.  Barker  KN.  et  al.  Medication  errors  observed  in  36  health  care  facilities.  Arch 
Intern  Med.  2002:  162:  1897-1903. 

10.  Gandhi  TK.  et  al.  Adverse  drug  events  in  ambulatory  care.  N  En\>l  J  Med.  2003; 
348(1):  1556-64. 

1 1.  Grasha  AF.  Into  the  abyss:  seven  principles  for  identifying  the  causes  of  and 
preventing  human  error  in  complex  systems.  Am  J  Health-Syst  Pharm.  2000;  57: 
554-564. 

12.  Honigman  B.  et  al.  Using  computerized  data  to  identify  adverse  drug  events  in 
outpatients./  Am  Med  Inform  Assoc.  2001;  8:  254-266. 

13.  Gurwitz  JH.  et  al.  Incidence  and  preventabihty  of  adverse  drug  events  among 
older  persons  in  the  ambulatory  setting.  JAMA.  2003;  289  (9):  1 107-1 1 16. 

14.  Bales  DW.  et  al,  for  the  Adverse  Drug  Events  Prevention  Study  Group.  The 
costs  of  adverse  drug  events  in  hospitalized  patients.  JAMA.  1997:  277  (4):  307- 
311. 

1 5.  Classen  DC.  et  al.  Adverse  drug  events  in  hospitalized  patients:  excess  length 
ol  si.n.  extra  costs  and  attributable  mortality.  JAMA.  1997;  277  (4):  301-306. 


rtcw  do  if*  hJ         n 

at  vfw< 


At  the  end  of  every  year,  RPh  on  the  go®  recognizes  the  hard  work  of  its  talented 
family  of  pharmacists.  That's  why  we  provide  an  Annual  Appreciation  Bonus  We 
think  this  shows  them  the  difference  they  make  to  us,  and  they  recognize  the 
difference  we  mean  to  them!  Did  you  know  that  RPh  on  the  go"  employees  can 
receive  up  to  SI  000  in  bonus  checks9  The  actual  amount  of  your  check  will  be 
determined  by  the  number  of  hours  worked  in  that  calendar  year. 

We  also  offer  complete  benefits  and  competitive  wages  for  our  talented 
pharmacists,  which  makes  RPh  on  the  go®  one  of  the  smartest  moves  you  can 
make  for  your  career.  Call  1  -800-553-7359  to  get  started.  Or  take  advantage  of  our 
no-risk  registration  by  visiting  our  web  site  at  www.rphonthego.com 

Interim,  Long-Term  and  Permanent 
Placement  positions  available 
E0E 

NC100319 


)r  RPh  on  the  pd 

Careers  in  Pharmacy 


0>ci  \Yio  rowarcic,  w 


cf 


North  Carolina  Pharmacist,   Fall   2003 


Severe  Acute  Respiratory  Syndrome 


The  first  case  of  severe  acute  respira- 
tory syndrome  or  SARS  appeared  in 
China  on  November  1.  2002.  Within 
three  months,  the  virus  had  spread  to 
Hong  Kong.  Vietnam,  and  Singapore,  and 
by  April  2003.  the  virus  had  traveled  to 
the  North  American  continent,  appearing 
in  Toronto.  Canada.  The  last  reported 
case  was  diagnosed  on  July  25.  2003. 
approximately  seven  months  from  the 
onset  of  the  virus.12 

Description: 

SARS  has  been  found  to  be  caused  by 
a  new  strain  of  coronavirus.  now  known 
as  the  SARS-associated  coronavirus.'-' 
Coronaviruses  are  RNA  viruses  that  have 
historically  been  associated  with  upper 
respiratory  tract  infections  in  humans.4 

Case  Definition: 

The  most  recent  case  definition  for 
SARS  was  published  by  the  Centers  for 
Disease  Control  and  Prevention  (CDC) 
July  17.  2003.  Probable  cases  must  meet 
the  clinical  criteria  and  epidemiology 
criteria  for  severe  respiratory  illness,  w  ith 
laboratory  criteria  either  confirmed  or 
undetermined.  Suspect  cases  must  meet 
clinical  criteria  for  moderate  respiratory 
illness  as  well  as  epidemiology  and  either 
confirmed  or  undetermined  laboratory 
criteria.  Severe  respiratory  illness 
clinical  criteria  include  temperature  of 
greater  than  100.4°F  (38°C)  plus  either 
cough,  shortness  of  breath,  difficulty 
breathing,  or  hypoxia.  Radiographic 
evidence  of  pneumonia,  respiratory 
distress  syndrome,  or  findings  on  autopsy 
of  pneumonia  or  respiratory  distress 
syndrome  with  no  identifiable  cause  must 
also  be  present.  Clinical  criteria  for 
moderate  respirator}'  illness  are  the  same 
as  for  severe  illness,  except  radiographic 
evidence  of  pneumonia  or  respiratory- 
distress  syndrome  does  not  have  to  be 
present.  Epidemiology  criteria  include  an 
onset  of  symptoms  within  10  days  from 
travel  to  an  area  (to  include  airport 
layovers)  with  current,  previous,  or 
suspected  cases  of  SARS.  This  includes 
anyone  having  close  contact  with  people 
known  or  suspected  to  have  SARS. 
defined  as  having  cared  for.  lived  with,  or 


had  direct  contact  with  either  respiratory 
secretions  or  body  fluids  of  a  person 
known  to  have  SARS.  Confirmed 
laboratory  criteria  consist  of  detection  of 
antibodies  to  the  SARS-associated 
coronavirus  from  a  patient's  serum, 
detection  of  SARS-associated 
coronavirus  RNA.  or  isolation  of  the 
SARS-associated  coronavirus.  Cases 
may  be  ruled  out  for  SARS  if  an  alternate 
diagnosis  can  fully  explain  the  illness,  a 
serum  sample  obtained  greater  than  28 
days  after  symptom  onset  is  negative  for 
SARS-associated  coronavirus.  or  if  the 
case  was  reported  due  to  contact  with 
someone  suspected  to  have  SARS  who 
has  since  been  ruled  out.1 

Epidemiology 

There  have  been  8.422  known  cases  of 
SARS  worldwide  since  the  first  outbreak 
in  November  of  2002.  with  916  deaths 
and  7.442  patients  recovering.  As  of 
August  7.  2003.  64  patients  are  still 
hospitalized.  Of  those  people  diagnosed 
with  SARS.  1.725  patients  were  health- 
care workers.2  In  the  United  States,  there 
have  been  192  total  cases  (33  probable) 
of  SARS.  North  Carolina  has  also  been 
affected,  w  ith  one  probable  and  three 
suspected  cases  of  SARS.1 

Pathophysiology 

SARS  is  spread  by  person-to-person 
contact  and  by  respiratory  droplets  from 
an  infected  person.  This  can  occur  when 
a  person  coughs  or  sneezes  or  when  a 
person  touches  an  object  contaminated 
with  these  respiratory  droplets.  Some 
evidence  suggests  that  only  symptomatic 
patients  arc  able  to  spread  the  virus  to 
others.1  '  The  majority  of  known  cases 
have  been  imported  from  a  few  infected 
individuals  traveling  from  areas  contain- 
ing SARS.  SARS  was  initially  spread 
into  Hong  Kong  by  a  physician  traveling 
in  southern  China  who  inadvertently 
spread  the  disease  to  hotel  contacts,  a 
shopping  companion,  and  a  nurse  at  the 
hospital  where  he  was  treated."  The 
Toronto  outbreak  was  linked  back  to  two 
index  cases  in  which  both  patients  were 
exposed  while  traveling  in  Hong  Kong 
before  returning  to  Canada.  One  of  the 


index  cases 
actually  received 
exposure  from 
staying  in  the 
same  hotel  as  the 
physician  who 
was  the  initial 
index  case  for 
Hona  Kong. 


Infection  Control  Measures/  Pre- 
vention of  Transmission 

Proper  infection  control  measures  are 
necessary  to  control  the  transmission  of 
the  disease.  Patients  and  their  household 
contacts  should  limit  interactions  outside 
of  their  home  and  in  public  places  for  at 
least  10  days  after  symptoms  have 
resolved.  Disposable  gloves  may  be  used 
by  household  members  and  healthcare 
personnel  along  with  frequent  hand 
washing  or  use  of  alcohol-based  hand 
rubs.  SARS  patients  should  wear 
surgical  masks  to  avoid  transmission  to 
household  members  or  healthcare 
personnel.  Household  members  should 
wear  surgical  masks  when  in  contact  with 
SARS  patients  if  the  patient  is  unable  to 
do  so.  All  items  used  by  the  patient 
should  be  properly  washed  with  soap  and 
hot  water  and  environmental  surfaces 
cleaned  with  household  disinfectant 
while  wearing  gloves.  While  in  the 
hospital,  patients  should  be  isolated  in  a 
room  with  negative  pressure  and 
healthcare  professionals  should  wear  N- 
95  respirators  when  entering  the  room. 
All  contact  isolation  precautions  should 
be  implemented.  Eye  protection  should 
be  wom  during  times  of  patient  contact  as 
well.1 

Treatment 

All  patients  should  be  given  support- 
ive care.  The  CDC  makes  no  recommen- 
dations at  this  time  for  treating  patients 
with  SARS.1  There  has  been  some 
reports  of  using  interferon-!?,  oseltamivir, 
ribavirin,  and  steroids  but  efficacy  has 
not  yet  been  established.5  A  treatment 
protocol  has  been  published  based  on 
experience  w  ith  3 1  patients  in  Hong 
Kong,  which  consists  of  levofloxacin  or 
clarithromycin  plus  amoxicillin- 


20    North  Carolina  Pharmacist.  Fall   2003 


clavulanic  acid,  combination  ribavirin 
and  methylprednisolone,  and  ventilation.1' 
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2003  Building  Endowment  Fund-raising  Goal  Reached 

The  first  year  of  NCAP's  Building  Endowment  fund-raising  was  successful!  Phar- 
macy Network  Foundation  Board  member  Mickey  Watts  (I)  presented  a  $50,000 
check  to  NCAP  President  Jack  Watts  (yes,  they're  cousins!)  during  NCAP's 
Annual  Convention.  NCAP  reached  its  goal  for  2003  by  raising  enough  funds  to 
match  Pharmacy  Network's  challenge  grant  and  establish  a  Building  Endow- 
ment Fund  to  preserve  the  Institute  of  Pharmacy.  In  an  effort  to  encourage 
more  contributions  it  was  announced  that  the  Pharmacy  Network  Foun- 
dation will  provide  another  $50,000  challenge  grant  in  2004. 
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Consuming  Foreign  Pharmaceuticals  is  Risky  Business 


by  David  Ft.  Work 


Legal  action  taken  by  the  North  Carolina  Board  of  Pharmacy 
against  several  businesses  tunneling  prescription  orders  to  Canada 
has  drawn  the  attention  of  the  media.  An  opposing  argument  might 
focus  on  drug  prices  but  omit  the  reason  behind  the  Board's  ac- 
tion, which  is  safety.  When  the  Federal  Food  and  Drug  Adminis- 
tration (FDA)  and  Customs  Agents  checked  a  random  sample  of 
imported  packages  that  appeared  to  contain  prescriptions  they  found 
that  889c  contained  unapproved  drugs. 
This  included  products  which  had  been 
withdrawn  from  the  market  in  the  United  States  and  one  drug  that 
causes  serious  blood  disorders. 

An  official  in  the  Roman  Empire  during  the  reign  of  Cicero  is 
quoted  as  saying  "The  safety  of  the  people  shall  be  the  highest 
law."  This  phrase  means  more  to  us  now  after  the  tragic  events  in 
New  York  and  Washington  during  September  of  2001 .  We  have 
learned  the  hard  way  that  it  is  poor  public  policy  to  ignore  safety 
issues  until  a  calamity  occurs. 

In  the  case  of  pharmaceuticals  the  United  States  has  an  excel- 
lent safety  record  but  also  has  the  highest  prices.  These  two  facts 
are  not  necessarily  connected  and  it  is  the  obligation  of  the  state  to 
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assure  safety  while  prices  are  left  to  the  free  market. 

Consuming  foreign  pharmaceuticals  is  a  risky  business.  One 
reported  example  occurred  when  a  patient  who  was  using  Levsin, 
.  1 25  mg.  four  times  a  day  to  treat  intestinal  spasms  ordered  her 
drug  from  Mexico.  She  received  Lanoxin  .125  mg.,  a  heart  drug, 
which  at  the  four  a  day  dose  would  have  had  her  in  autopsy  within 
a  few  days. 

The  World  Health  Organization  (WHO)  estimates  that  the  cir- 
culation of  counterfeit  medicines  is  at  least  \0%  of  the  world  mar- 
ket. And  this  includes  drugs  that  are  not  just  placebos  but  have 
actively  harmful  ingredients.  In  1996  in  Haiti,  for  example,  at 
least  100  children  died  from  poisonous  glycerin  in  a  liquid  ac- 
etaminophen product.  During  that  decade  several  hundred  more 
children  were  killed  in  Nigeria  and  Bangladesh  from  the  same  con- 
taminant. I  was  privileged  to  be  an  invited  observer  at  a  WHO 
Conference  on  Starting  Materials  for  Pharmaceutical  Products  in 
Geneva  in  May  of  1998  that  produced  recommendations  to  pre- 
vent these  tragedies. 

An  event  in  South  America  illustrates  how  greed  can  affect  hun- 
dreds of  thousands  of  people.  Shortly  after  the  Haiti  incident. 
Schering  AG  in  Brazil  produced  650.000  packages  of  21  tablets 
for  birth  control  with  no  active  ingredient.  Counting  the  women 
and  their  partners  this  certainly  affected  the  private  lives  of  over 
one  million  people,  not  counting  the  surprise  babies. 

A  recent  segment  on  National  Public  Radio's  Morning  Edition 
highlighted  the  problem  of  counterfeit  drugs  in  international  com- 
merce. Pharmaceuticals  are  extremely  expensive  when  a  one 
month's  supply  of  Procrit,  a  drug  for  anemia  caused  by  cancer 
chemotherapy,  costs  $1,800  for  just  four  vials.  There's  an  in- 
creasing awareness  by  criminals  that  they  can  make  much  better 
money  with  less  risk  to  them  by  dealing  with  fake  pharmaceuticals 
rather  than  drugs  like  heroin  and  crack. 

Another  issue  with  the  Canadian  pharmacies  is  that  of  equal 
treatment.  Pharmacies  in  the  United  States  that  send  prescription 
drugs  to  North  Carolina  citizens  must  register  with  the  Board  as 
out  of  state  pharmacies  and  follow  all  applicable  rules.  Nearly 
300  such  businesses  operate  in  North  Carolina  for  normal  prescrip- 
tions, home  intravenous  solutions  and  other  specialty  services.  No 
Canadian  pharmacies  have  applied  for  licensure  in  this  state  and 
the  storefronts  are  not  in  compliance  with  the  Board's  rule  on  re- 
ceiving and  dispensing  of  prescriptions.  Just  because  a  pharmacy 
is  operating  from  Canada  does  not  give  them  sovereign  immunity. 

The  FDA  is  supporting  the  Pharmacy  Board's  action  noting  that 
virtually  every  shipment  of  prescription  drugs  from  foreign  phar- 
macies into  the  United  States  violates  the  law.  The  FDA  also  cites 
several  examples  in  court  papers  of  misleading  or  false  promo- 
tions by  North  Carolina  outlets. 

Some  may  complain  about  the  Board's  action  based  on  the  price 
gap  between  the  United  States  and  Canada.  The  Pharmacy  Board 
has  no  influence  over  prescription  prices  and  does  not  seek  that 
authority.  Consumers  concerned  about  this  issue  should  discuss 
the  matter  with  their  prescriber  or  pharmacist  to  consider  less  ex- 
pensive therapy.  •> 

About  the  Author... 

David  HWork  has  been  the  Executive  Director  of  the  North  Carolina  Pharmacy  Hoard  for 
over  25  years.  He  served  an  elected  term  as  President  of  the  National  Association  of 
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Tough  Times  Hit  State  Pharmacy  Associations 


Reprinted  with  permission  of  Drug  Tup- 
les®. Aug-  4,  200.! 

You  know  things  are  tough  in  the  state 
pharmacy  association  game  when  an  ex- 
ecutive director  does  a  seven-day  stint  he- 
hind  the  counter  as  a  relief  pharmacist  and 
says,  "What  a  piece  of  cake!" 

The  pressures  and  the  stakes  have  never 
been  higher  nor  the  resources  skimpier  for 
state  pharmacy  association  executives  try- 
ing to  defend  the  faith.  Their  No.  1  job  is 

,    „  fending  off  legisla- 

by  Carol  Ukens  ,  °    , 

tors  bent  on  mak- 
ing it  darn  near  impossible  for  pharmacies 
to  turn  a  profit  by  cutting  Medicaid  reim- 
bursement. They  must  also  deal  with  na- 
tional issues  such  as  a  Medicare  Rx  ben- 
efit and  Canadian  drug  importation. 

"Legislative  battles  are  a  huge  drain," 
said  Craig  Burridge.  executive  director, 
Pharmacists  Society  of  the  State  of  New 
York  and  secretary-treasurer  of  the  National 
Council  of  State  Pharmacy  Association 
Executives  (NCSPAE).  "When  so  few  phar- 
macists are  fighting  the  same  battles  year 
in  and  year  out,  it  drains  your  volunteers, 
your  coffers,  and  your  staff.  And  it  gives 
us  execs  gray  hair  and  less  of  it." 

Most  associations  have  operated  for  the 
past  12-24  months  "in  the  red,  or  so  very, 
very  close  to  it  that  they  can't  continue  to 
operate  that  way,"  said  Rebecca  Snead. 
RPh,  executive  director,  Virginia  Pharma- 
cists Association.  "If  they  were  fortunate 
enough  to  have  reserves,  those  reserves  are 
quickly  dwindling.  Associations  have  to 
give  up  some  services  and  activities  be- 
cause they  just  can't  afford  them  anymore. 
The  opportunities  for  pharmacy  have  never 
been  greater,  and  the  frustration  comes  from 
not  having  the  resources  to  be  there  to  make 
it  happen,"  she  said. 

Some  traditional  state  association  rev- 
enue streams  have  slowed  to  a  trickle,  ac- 
cording to  executives.  Consolidation  in  the 
pharmaceutical  industry  has  led  to  less 
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funding  for  educational  grants.  And  while 
executives  praise  their  state's  colleges  and 
schools  of  pharmacy,  they  know  those  in- 
stitutions are  facing  their  own  budget  cri- 
ses. 

In  many  states,  groups  representing 
separate  pharmacy  settings  have  realized 
they  were  all  chasing  the  same  resources 
and  opted  to  consolidate.  And  many  asso- 
ciations have  begun  to  streamline  opera- 
tions, said  Robert  Williams,  executive  di- 
rector, Kansas  Pharmacists  Association  and 
president  of  the  NCSPAE.  "We're  all  in  the 
same  boat,  dealing  with  management  and 
making  it  happen.  They  are  doing  a  phe- 
nomenal job.  I  can't  say  enough  about  how 
they  pull  together  out  on  the  front  edge  of 
what's  going  on  in  the  country." 

While  most  association  heads  constantly 
battle  to  boost  the  pharmacist  membership 
rolls  that  hover  between  50%  and  60%.  ex- 
ecutives have  nothing  but  praise  for  the 
pharmacists  who  not  only  join  but  also  as- 
sume leadership  roles.  Many  states  have 
sponsored  leadership  and  grassroots  lobby- 
ing seminars  to  give  RPh's  the  tools  they 
need  to  influence  legislators. 

"Never  before  in  my  17  years  as  a  phar- 
macist have  we  been  getting  hit  from  so 
many  directions,  but  in  spite  of  all  the  tri- 
als and  tribulations,  we  have  good  people 
working  hard,"  said  Gene  Memoli.  presi- 
dent. Connecticut  Pharmacists  Association 
and  immediate  past  president  of  the  state 
chapter  of  the  American  Society  of  Con- 
sultant Pharmacists — the  only  RPh  in  the 
history  of  the  state  to  have  been  president 
of  both  groups.  "Everybody  is  working  to- 
gether, and  I  feel  very  positive  about  phar- 
macy in  Connecticut." 

One  big  headache  for  state  associations 
and  the  profession  is  that  41  national  groups 
claim  to  speak  for  pharmacy.  Other  state 


execs  agreed  with  Thomas  Temple.  RPh. 
who  has  been  executive  director  of  the  Iowa 
Pharmacy  Association  since  1977.  He  said. 
"What's  critical  now  and  in  the  future  is 
for  national  and  state  organizations  to  work 
more  closely  together,  but  the  multiplicity 
of  national  organizations  is  a  challenge. 
There  is  clearly  a  need  to  reexamine  how 
the  profession  is  represented." 

Temple's  26-year  tenure  is  the  exception 
in  state  pharmacy  association  work.  Since 
2000,  17  associations  have  hired  new  chief 
executives.  The  top  spot  is  currently  vacant 
in  another  four  states — Illinois,  Maine. 
Nevada,  and  New  Hampshire.  Virginia's 
Snead.  who  is  NCSPAE's  administrative 
manager,  acknowledged  the  turnover  prob- 
lem and  added,  "This  job  is  not  low  stress 
and  it's  not  high-paying.  I  guess  we're  all  a 
little  bit  crazy." 

Pharmacist  apathy  about  joining  their 
state  association  is  troublesome,  agreed 
several  executives.  But  Snead  senses  some- 
thing deeper.  "There's  a  certain  segment  of 
pharmacists  who  always  let  others  take  care 
of  the  problems,  but  I've  seen  the  despera- 
tion the  profession  is  feeling — that  they're 
overworked  and  underappreciated  by  the 
public."  she  said.  "They're  getting  beat  up 
every  which  way  they  turn,  and  they're 
getting  tired  of  being  the  fall  guy.  I  think 
that,  more  than  apathy,  is  the  root  of 
nonparticipation." 

In  these  turbulent  times,  Iowa's  Temple 
summed  up  the  take-home  message  for 
pharmacists:  "More  than  ever  before,  we 
need  pharmacists  stepping  up  to  the  plate 
to  support  their  pharmacy  organizations." 

Carol  Ukens.  Tough  times  hit  state  pharmacy  asso- 
ciations. Drug  Topics  Aug.  4.  20(13:147:33.  Copy- 
right ©  2003  and  published  by  Medical  Economics 
Company  at  Montvale.  NJ  07645-1742.  All  rights  re- 
served. 
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